The Transgender Individual\u27s Experience with Healthcare Interactions by Roach, Amy
Kennesaw State University 
DigitalCommons@Kennesaw State University 
Doctorate of Nursing Science Dissertations Wellstar School of Nursing 
Summer 7-26-2021 
The Transgender Individual's Experience with Healthcare 
Interactions 
Amy Roach 
Kennesaw State University 
Follow this and additional works at: https://digitalcommons.kennesaw.edu/dns_etd 
 Part of the Nursing Commons 
Recommended Citation 
Roach, Amy, "The Transgender Individual's Experience with Healthcare Interactions" (2021). Doctorate of 
Nursing Science Dissertations. 11. 
https://digitalcommons.kennesaw.edu/dns_etd/11 
This Dissertation is brought to you for free and open access by the Wellstar School of Nursing at 
DigitalCommons@Kennesaw State University. It has been accepted for inclusion in Doctorate of Nursing Science 
Dissertations by an authorized administrator of DigitalCommons@Kennesaw State University. For more 
information, please contact digitalcommons@kennesaw.edu. 









The Transgender Individual’s Experience with Healthcare Interactions  
Amy P. Roach, MSN, RN 
A Dissertation Submitted in Partial Fulfillment of the Requirements for the Degree of 
Doctorate in Nursing Science 
Kennesaw State University 
Wellstar School of Nursing 
July 26, 2021 
  




Previous research has identified that transgender individuals have difficulty accessing qualified 
and educated healthcare from health professionals. Therefore, this dissertation research study 
aimed to explore the transgender healthcare experience through a phenomenological lens. 
Additionally, the purpose of the study was to provide a transgender narrative on healthcare 
interactions to increase visibility and awareness of transgender-identified issues in accessing 
care. Specifically, aims of this study were to: (a) examine how transgender individuals perceive 
and experience interactions with trained healthcare professionals, such as nurses, physicians, and 
mental health professionals and (b) identify common issues related to transgender individuals’ 
barriers to care and how these barriers affect a transgender individual’s ability to access 
healthcare. Through the use of phenomenological methodology, nine semi-structured interviews 
were conducted to gather data regarding transgender participants’ experiences with healthcare 
interactions. Thematic analysis was used to analyze the data, and three major themes were 
identified among the participants’ experiences. These themes were (a) challenges with accessing 
healthcare, (b) inconsistent healthcare information, and (c) healthcare provider interactions. 
The findings of this study not only provided an opportunity for the transgender participants to 
share their experiences, but these findings also have the potential to educate healthcare providers 
in order to improve their future interactions with transgender patients. 
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The Transgender Individual’s Experience with Healthcare Interactions  
Chapter 1: Introduction 
 Today more than 1.4 million people identify as transgender in the United States (US; 
Flores, Herman, Gates, & Brown, 2016), with an estimated 25 million transgender people 
worldwide (Reisner, Poteat, Keatley, Cabral, Mothopeng, Dunham…, Baral, 2016). This 
significant number of individuals who identify outside the gender binary of male and female 
have special needs in the healthcare setting. Transgender individuals require individualized care 
specific to their gender needs, such as hormone replacement therapy (HRT), gender affirming 
surgeries (GAS), and counseling (Redfern & Sinclair, 2014). While not all transgender 
individuals seek these treatment options, healthcare professionals will interact with individuals 
who do not identify with their natal sex (i.e., sex assigned anatomically at birth) which requires 
sensitivity and understanding of the individual’s experience on the part of the professional.  
 Large scale surveys administered by the National Center for Transgender Equality 
revealed that transgender individuals have difficulty accessing informed and quality healthcare in 
the US (Grant, Mottet, Tanis, Harrison, Herman, & Keisling, 2011; James, Herman, Rankin, 
Keisling, Mottet, & Anafi, 2016). Grant et al. found 19% of 6,450 transgender participants were 
denied care from medical providers because of their gender identity and 50% had to educate 
providers on the care they needed. Similarly, James et al. found that 33% of 27,715 transgender 
participants who had seen a healthcare provider in the last year had a negative experience (i.e., 
refused to be treated by the provider, harassed or assaulted, or educated the provider on one’s 
own healthcare needs).  
 Furthermore, because of their gender minority status, transgender individuals face 
multiple health disparities, such as poor mental health (i.e., depression, substance abuse, and 
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attempted suicide) and high rates of human immunodeficiency virus (HIV) and acquired immune 
deficiency syndrome (AIDS; James et al., 2016). Even in healthy transgender individuals, 
receiving routine and gender related care may be difficult, particularly within the U.S. healthcare 
insurance system which views gender transition related care as not medically necessary 
(Stroumsa, 2014). 
 While there is strong statistical evidence of the issues faced by transgender individuals in 
the U.S. healthcare system, there are limited numbers of published qualitative studies that focus 
on the transgender experience in healthcare, particularly with a nursing research focus 
(Merryfeather & Bruce, 2014). For instance, Roller, Sedlak, and Draucker (2015) are nurse 
researchers who used grounded theory to determine how transgender individuals engage in 
health services. Roller et al. found that transgender individuals had to navigate the healthcare 
system using techniques such as due diligence to find transgender-friendly providers, bending 
the truth to receive insurance coverage for gender-related care, and delaying necessary medical 
treatments. While this study provides the nursing field with fundamental knowledge on the topic, 
there continue to be gaps in nursing knowledge related to the transgender health experience 
particularly regarding transgender interactions with healthcare professionals, such as physicians 
and nurses. 
Purpose of the Study 
The overall purpose of the phenomenological research study was to provide a transgender 
narrative on healthcare interactions and thus, increase the visibility and awareness of 
transgender-identified issues in accessing care. Specifically, aims of this study were to:  
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1. Examine how transgender individuals perceive and experience interactions with 
trained healthcare professionals, such as nurses, physicians, and mental health 
professionals. 
2. Identify common issues related to transgender individuals’ barriers to care and how 
these barriers affect a transgender individual’s ability to access healthcare. 
Statistically, the transgender health experience is discriminatory and uninformed (Grant 
et al., 2011; James et al., 2016). The use of a phenomenological research design allowed an 
examination of the transgender healthcare experience through the lens of perception and the 
lived experience.  
Significance of the Study 
 Nurses have been slow to respond to the issues that many transgender people face in 
healthcare today (Merryfeather & Bruce, 2014). While mental health and public health scholars 
(Poteat, German, & Kerrigan, 2013; Sanchez, Sanchez, & Danoff, 2009; Singh, Hays, Watson, 
2011; Singh, Meng, Hansen, 2014; Stroumsa, 2014) have published studies on the barriers to 
transgender healthcare, very few nurse researchers have investigated the issues the transgender 
population face in regard to health and healthcare. According to Merryfeather and Bruce, nursing 
has been historically invisible in transgender research; these scholars call for nursing specific 
studies on the transgender community in order to provide holistic, culturally sensitive care to this 
patient population. Transgender individuals need advocates in a time when the political arena is 
insensitive to the issues transgender individuals face. Nurses are educated to be advocates and 
culturally sensitive caregivers. With these responsibilities, nursing is now at a place to bridge the 
gap between transgender patients and healthcare that will improve access and health outcomes 
for this marginalized population. 
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 While physicians and midlevel practitioners must clock their time with each patient, 
nurses are not as restricted with the amount of time they allot to provide care to a person. 
Therefore, transgender individuals may find themselves interacting on a more personal level and 
a longer timeframe with nurses than the traditional physician figure. Therefore, nurses need to be 
cognizant of the barriers and issues transgender individuals face in order to provide holistic, 
informed, and quality healthcare. Nurses’ awareness of transgender health issues and experiences 
may lead to better health outcomes for the transgender population. 
Theoretical Framework 
 The current study was framed around queer theory. As conceptualized by theorists such 
as Foucault and Butler, as a framework queer theory is based on Derrida’s concepts of post-
modernism, deconstruction, and phenomenology (Nagington, 2016). It explores the dynamics of 
power, oppression, and non-normative constructs (Bettcher, 2009/2014; Butler, 1990; Jagose, 
1996; Nagington, 2016). It is an amalgamation of feminism and post-modernism that values the 
non-normative and non-binary (Wilchins, 2004). Queer theory purports that gender is a socially 
constructed performance of norms created by society and cultures.  
Additionally, queer theory values the role of an individual’s gender and sexual identities 
and how those identities contribute to one’s life experience (Bettcher, 2009/2014). When 
researching transgender lives, one must acknowledge the power dynamics between a transgender 
person and their oppressor (i.e., social constructs of gender). One who manipulates their natal sex 
may not appear as their chosen identity to the outside world, which makes their transition 
apparent and considered outside the binary by those who value gender-normative roles. This 
places a transgender person at risk for discrimination, prejudice, and violence based on their 
external gender presentation. Therefore, it is important to approach transgender research with a 
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holistic view of the participant, which for transgender people includes internal and external 
presentations of gender, sociopolitical and historical contexts, and past experiences of 
discrimination. Queer theory is an ideal perspective from which to consider this topic.  
Queer theory also lends itself to a phenomenological study such as this one due to 
overlapping major concepts. These concepts include the language of difference, deconstructing 
marginality, and decentering knowledge (Butler, 1990). Language and decentering (i.e., 
bracketing) are key concepts to phenomenology, which was the methodology used to examine 
healthcare interactions between transgender individuals and their healthcare professionals. 
Therefore, queer theory in a phenomenological study is appropriate due to the overlapping values 
and concepts that guide the theoretical framework and research methodology. Furthermore, 
queer theory provides guidance through a non-normative approach to a topic of concern that is 
primarily invisible in healthcare research areas. In general, health research has been 
heteronormative, which places an emphasis on binaries such as male/female, physically well/ill, 
and mentally healthy/unhealthy (Semp, 2011). Therefore, queer theory can highlight invisible 
issues that do not fit into a dichotomous system. 
Nursing research approaches are historically neglectful of queer issues, both in aspects of 
sexuality and gender (Grant et al., 2011; James et al., 2016; Zeeman, Aranda, & Grant, 2014). 
Healthcare and nursing value evidence-based practice, which identifies scientific knowledge that 
guides practice based on a consensus of truth found in patient populations (Zeeman et al.). 
However, when one is assessing evidence-based practice through a queer lens, the evidence is 
reliant on “exclusive and normative” knowledge, which neglects queer identities (Zeeman et al., 
2014, p. 102). Evidence-based practice places greater emphasis on medicine and scientifically 
acquired knowledge as opposed to narratives or other discourses, thereby, neglecting other forms 
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of knowledge that may be valuable in understanding a gender non-normative individual’s 
healthcare experience. Therefore, current research approaches are overlooking a community of 
people who have specific healthcare needs that require open communication, knowledgeable 
providers, and inclusivity. With its theological framework and methodology heavily influenced 
by the discipline of queer theory, this study aimed to provide an awareness to the experiences of 
transgender individuals when interacting with U.S. healthcare professionals. Through the 
exploration of gender non-normative healthcare experiences, truth and knowledge can enhance 
practice and improve transgender patients’ encounters with their healthcare providers.  
Assumptions 
Theoretical Assumptions 
 Framed by queer theory, this study assumes that there are non-normative, non-binary 
experiences associated with transgender individuals and their interactions in healthcare. 
Furthermore, it was assumed based on prior statistical evidence (Grant et al., 2011; James et al., 
2016) that transgender individuals have poorer health experiences than cisgender individuals due 
to the prevalence of bias, prejudice, and discrimination both in society and in healthcare settings. 
It was also assumed the participants would be willing to share those experiences with me, as a 
researcher and a nurse, both of which are roles of power. The power dynamics between 
researcher/nurse and participant could lead to an unwillingness to share one’s experience. 
Research Assumptions 
 
With the use of phenomenology for the research study, the assumptions I have toward 
transgender individuals and their healthcare experiences were bracketed. Therefore, I assumed I 
would be able to properly bracket any bias or assumptions I had in an effort to remain open-
minded and accept the narratives shared with me by the participants as truth. 




 The phenomenological study aimed to answer the following research questions: 
1. How do transgender individuals perceive their interactions with healthcare professionals 
in primary care and mental healthcare settings? 
2. What are the common issues that influence transgender individuals’ perceived barriers to 
healthcare and how do these barriers affect their ability to access care? 
Definitions of Terms 
 The following section will provide definitions and explanations of terms and concepts 
that are pertinent to the study. It is beneficial to understand the differences between natal sex, 
gender, sexuality, and different gender expressions. Understanding these differences will lead to 
a more thoughtful and concise understanding of the research study. Additionally, definitions of 
terms related to healthcare will also be provided. 
Healthcare Related Terms and Concepts 
 First, it is important to define terms related to healthcare in order to describe the 
environment in which the study’s participants had interactions. The following terms will be 
defined: healthcare setting, healthcare professional, mental healthcare, physical healthcare, 
transgender healthcare, and healthcare interactions.  
 Healthcare setting. The healthcare setting is an environment in which care is provided 
by individuals who have specialized in mental or physical healthcare. Healthcare setting may 
also be interchangeably used with the term point-of-care. Examples of healthcare settings or 
points-of-care include hospitals, outpatient clinics, physicians’ offices, public health 
departments, and counseling centers.  
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 Healthcare professional. A healthcare professional is a person who has received training 
in a field related to health, including but not limited to medicine, nursing, pharmacy, counseling 
(i.e., licensed counselors, psychiatrists, or psychologists), public health, and other allied health 
sciences (i.e., respiratory therapists, physical therapists, etc.).  
 Mental healthcare. Mental healthcare is care that is provided to individuals based on the 
need for “emotional, psychological, and social well-being” (U.S. Department of Health & 
Human Services, n. d., para. 1). Not only does mental health affect a person’s way of thinking or 
behavior, but impaired mental health can also lead to other issues, such as poor coping 
mechanisms (i.e., drug or alcohol use) or hurting oneself or others (U.S. Department of Health & 
Human Services).  
 Physical healthcare. Physical healthcare is care that is provided for the physical aspect 
of a person, such as physical illness or bodily injury prevention and interventions, routine 
wellness care, or surgical interventions. While transgender individuals have specified healthcare 
needs related to gender confirmation, they also require preventative and acute and chronic illness 
care. These types of care can be found in the primary care setting as well. 
 Transgender healthcare. Transgender healthcare includes therapies that confirm a 
person’s gender identity or allow for acceptance of their gender non-conformity. These therapies 
include HRT, GAS such as double mastectomies for a female-to-male (FTM) transgender person 
or breast augmentation for a male-to-female (MTF) transgender person, and therapy that is 
directed at creating a positive self-image and integration into society as their self-identified 
gender (Redfern & Sinclair, 2014).  
 Healthcare interactions. Merriam-Webster defines an interaction as “the act of talking 
or doing things with other people” (2017, para 3). Therefore, healthcare interactions consist of 
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verbal and nonverbal communication between a healthcare professional and patient regarding the 
care recipient’s health status or care.  The healthcare interaction, for the purposes of this study, 
focused on the direct contact between the transgender participant and the healthcare professional 
(i.e., nurse, midlevel practitioner, counselor, or physician).  
Gender Related Terms and Concepts 
 The following section will provide an overview of terms and concepts related to gender 
and gender identification. The topics that are discussed next are important to acknowledge and 
understand for the research study. First, it is important to realize that gender and sex are two 
different concepts.  
Natal (birth) sex. A person’s sex is the biological expression of chromosomes and the 
anatomy of one’s natal sex, whether it is male, female, or intersex (Hyderi, Angel, Madison, 
Perry, & Hagshenas, 2016; Redfern & Sinclair, 2014). One’s natal sex may not be one’s gender 
expression or identity. 
Terms related to gender. Gender is categorized by cultural and societal norms and roles 
(Butler, 1990), and gender identities or expressions may coincide with a person’s natal sex (i.e., 
male or female) or outside the gender binary. Gender identity is an individual’s “innermost 
concept of self,” while gender expression is the “external appearance of one’s gender identity” 
(Human Rights Campaign, 2017a, para. 13 & 15). Those outside the gender binary (i.e., male 
and female) are considered non-conforming to society’s constructs of gender expression (Hyderi 
et al., 2016). However, in recent decades, gender expression has become more fluid and less 
restricted to societal norms and heterosexist categories of gender. Unfortunately for many 
transgender people, society’s perspective of gender identity has not reached a level of 
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understanding for non-binary gender expressions, and that perspective is reflected in health and 
public policies (Stroumsa, 2014).  
 For the gender normative person, s/he identifies with their natal sex and adheres to 
society’s categories and roles associated with the expressed gender. Gender is seen as a spectrum 
with masculine and feminine expressions placed at opposite ends of the spectrum. While the 
majority of the U.S. population experience gender based on their natal sex, the gender non-
normative person (i.e., MTF or FTM transgender, gender non-binary, queer person) could 
express their gender anywhere across the gender spectrum. Additionally, the concept of non-
normativity refers to concepts, individuals, or viewpoints that go beyond a dichotomous point-of-
view, such as that found in heteronormative society, politics, and research (Pickett, 2002/2015).  
 Moreover, medicine and psychology has pathologized gender by establishing the 
diagnosis of gender dysphoria (which is when an individual’s natal sex does not align with their 
gender identity leading to clinically significant distress), and the previous diagnostic term of 
gender identity disorder (American Psychiatric Association, 2013; Human Rights Campaign, 
2017a; Redfern & Sinclair, 2014). While the diagnosis has created debate and controversy due to 
the stigma surrounding non-normative gender identities, the approach in modern day medicine is 
to identify gender non-conformity as a “normal variation of human development” with treatment 
aimed at promoting a positive self-image and integration into society that coincides with a 
person’s gender identity (Redfern & Sinclair, 2014, p. 27).  
 Transgender. There are multiple terms under the transgender umbrella that describe 
different gender identities and expressions. First, a transgender person is someone who identifies 
themselves in a “manner that is different from the socially expected man or woman” 
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(Merryfeather & Bruce, 2014, p. 111). The other terms used include transsexual, MTF 
transgender, FTM transgender, genderqueer, and gender non-normative and/or non-conforming.  
 The definition of a transsexual person is an individual who believes that “their body does 
not match their true sex” and may wish to utilize HRT or surgical intervention to manipulate the 
body into the desired gender (Merryfeather & Bruce, 2014, p. 111). However, the term 
transsexual is rarely used in modern day society, and more appropriately used terms include 
MTF transgender and FTM transgender.  
 A MTF transgender individual is one who was born with male anatomy but whose gender 
expression is female or on the feminine side of the gender spectrum. A FTM transgender 
individual is one who was born with female anatomy but identifies as male or as masculine. 
Gender non-conforming, genderqueer, or gender non-binary identities are those individuals who 
identify gender as a spectrum and may or may not require medical intervention to reach their 
desired gender expression (Hyderi et al., 2016). While gender non-conforming, genderqueer, and 
gender non-binary individuals have a positive effect on the transgender population, not all 
express the desire for medical interventions.  
Sexual Orientation, Gender Identity, and Heterosexism 
 Additionally, it is important to differentiate two other concepts: sexual orientation and 
gender identity. Due to the potential lack of clarity and understanding of the lesbian, gay, 
bisexual, transgender, queer, and intersex (LGBTQI) umbrella, some may use these terms 
interchangeably. However, these terms have two entirely different meanings. While one 
identifies with attraction and behavior, the other is a construct based on societal and cultural 
norms (Zuzelo, 2014). First, to define these terms, sexual orientation is the “behavior, identity, 
and desire” for another, and it can be broken into categories: heterosexuality, homosexuality, 
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bisexuality, and pansexuality (Ard & Makadon, 2012, p. 1). As mentioned previously, gender 
identity is the social and cultural constructs that classify gender, whether it is by the person’s 
natal sex of male, female, or intersex, or a variation such as transgender or gender non-
conforming (Hyderi et al., 2016).  
Nursing, healthcare, and research have placed value or preference to heteronormative 
structures of sexuality and gender (Zuzelo, 2014). Primarily, heterosexuality (i.e., attraction to 
the opposite sex) and male or female genders are the standard expressions of sexuality and 
gender, and this belief stems from a privilege that comes with normative sexual and gender 
identifications (Zuzelo). Whereas, for gender non-normative or non-heterosexual individuals, the 
privilege is no longer present, and in turn, their identities are invisible or seen as a disadvantage 
or inferior to their normative gender and sexual counterparts (Herek, 2009). Heterosexism 
stigmatizes and disempowers non-normative individuals (Herek). This stigma has remained 
constant in the US and continues to create obstacles for non-normative individuals in accessing 
healthcare and employment and affects their general safety.   
Within heterosexism, there are two concepts that are related to the LGBTQI community: 
homophobia and transphobia. Homophobia is the “fear and hatred of, or discomfort,” with 
individuals who are attracted to the same sex, whereas transphobia is the “fear and hatred of, or 
discomfort, with transgender” individuals (Human Rights Campaign, 2017a, para. 19 & 29). 
Transphobia has led to widespread discrimination and marginalization of transgender 
individuals, leading to difficulty in finding employment, housing, and healthcare for gender non-
normative individuals (Grant et al., 2011; James et al., 2016). 
 
 




 A pertinent limitation to this study was the researcher. Being a novice qualitative 
researcher, my experience with interviewing and qualitative analysis is limited. However, to 
combat this limitation, I practiced reflective activities, such as journaling, to understand my own 
natural attitude, which is defined as the inherent attitude within a person, typically constructed 
based upon a person’s upbringing and culture (Munhall, 2012). A person’s natural attitude can 
contribute to a lack of understanding of another person’s subjective experience if it is not 
properly reflected upon or bracketed. Therefore, I performed phenomenological reduction, or 
bracketing, which is the intentional removal of one’s preconceived thoughts and experiences to 
allow for an openness to accept the point-of-view of the study’s participants and their 
experiences (Smith, 2003/2013). Journaling was also used to help facilitate bracketing by 
outlining my reflections on what I knew about transgender individuals and their healthcare 
interactions. Also, my dissertation chair acted as a mentor due to her expertise in qualitative 
research and guided me throughout the data collection and analysis process.  
 Additionally, while there was an identified sample of participants for this study, it was 
not officially known at that time if all would be willing to partake in sharing their experiences. 
However, this limitation was avoided with a detailed informed consent and explanation of the 
importance of gaining knowledge of the participants’ first-hand experiences in their interactions 
with healthcare professionals. 
Summary 
 
In summary, the research study aimed to explore the perceived experiences and 
interactions between transgender individuals and their healthcare professionals. Framed by queer 
theory with a phenomenological methodology, the study developed a transgender narrative 
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which may enhance current transgender knowledge and provide a base to create effective and 
appropriate interventions to improve health outcomes. 
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Chapter 2: Literature Review 
 The following is a literature review on topics pertaining to transgender individuals and 
their healthcare interactions. There will be a comprehensive overview of a variety of areas that 
were pertinent to explore for this dissertation study. These areas include: (a) transgender history 
and the current issues transgender people face, (b) the political category of transgenderism, (c) 
current transgender healthcare standards, and (d) current transgender health research. 
Additionally, the application of queer theory, the guiding theoretical framework, and 
phenomenology, the chosen methodology, to the study will be provided. 
Transgender History and the Current Issues 
Before exploring transgenderism and the issues the transgender community face, a 
description of the gender system and how gender is perceived by American society and culture 
will be provided. As it has been previously defined in Chapter One, natal (birth) sex is the 
biological expression of chromosomes and the anatomy of one’s natal sex, whether it is male, 
female, or intersex (Hyderi et al., 2016; Redfern & Sinclair, 2014). Wilchins defines gender as a 
“system of meanings and symbols – and the rules, privileges, and punishments pertaining to their 
use - for power and sexuality” (2002, p. 25). Within this definition, Wilchins identifies sub-
categories including “masculinity and femininity, strength and vulnerability, action and 
passivity, [and] dominance and weakness” (2002, p. 25). Gender is ingrained in the way people 
conduct their everyday lives, from the clothes they wear, the bathroom they use, to their 
attraction to other people. Gender is the outward expression of one’s sex; however, for 
transgender or gender non-conforming individuals, the two entities do not match causing a 
disruption in one’s gender role and gender expression.  
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First to understand gender roles, the theory of feminism should be understood as it stems 
from the power dynamic between a patriarchal society and women who desire equality between 
the two sexes (McEwen & Willis, 2011). While feminism, both in theory and practice, aims to 
reach equality for the female sex, over the years transgender inequality has been recognized as a 
component of feminism (MacDonnell, 2014). For instance, modern feminists identify gender 
inequality as the imbalance of power between the more superior sex or gender (i.e., male) to the 
lesser sex (i.e., female and gender non-conforming). While the assumption that equality is 
greater now in modern day than it was in the 1950s, for example, particularly for females, the 
truth lies in the issues that are still faced by both women and gender non-conforming individuals.  
For instance, gender rights are a topic of conversation as well as a political stance in 
recent years. During the Women’s March (2017) on Washington, women, cisgender and gender 
non-conforming, as well as gender advocates, protested in an effort to provoke social and 
political change to protect women’s, children’s, and transgender women’s rights. Some of the 
principles of the Women’s March included ending violence toward women, maintaining and 
improving reproductive rights and healthcare, and ensuring the safety of the transgender 
community and allow for freedom from gender norms.  
While the Women’s March on Washington in January 2017 impacted the US on the need 
to continue to advocate and fight for gender equality, the Trump political administration 
attempted to remove established healthcare, particularly reproductive care and gender transition 
care that was initiated during the Obama political administration (Center for Reproductive 
Rights, 2017; National Center for Transgender Equality, 2017). The removal of such services 
(i.e., hormone replacement therapy for transgender people and funding for birth control and 
abortions for cisgender women) has further advanced the power imbalance for women and the 
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transgender community. Additionally, those individuals with poor or no healthcare coverage or 
stable employment are at a further disadvantage due to the power imbalances housed in 
socioeconomic classes and minority racial and ethnic groups (Terrell, 2011).  A further 
discussion on the issues of power and transgender politics will be continued in the next section. 
Furthermore, Wilchins (2002) discusses the gender spectrum as a continuation of the 
binary system of male and female or masculine and feminine, which lends to the heterosexist 
norms of gender and sexuality. Additionally, this continuation can be perceived as oppression for 
those who identify as genderqueer, or an individual who does not identify with either gender or 
with both genders (Human Rights Campaign, 2017a). While genderqueerness is beyond the 
scope of this study, it is important to understand that there are individuals who do not identify 
within the two endpoints of the gender spectrum of masculine and feminine.  
 The history of transgenderism begins with its involvement underneath the umbrella of the 
lesbian, gay, bisexual, transgender, queer, and intersex (LGBTQI) community. However, while 
this is an appropriate community when identifying with non-normative gender and sexual 
orientations, the needs of the transgender community are different than those within the sexual 
minority community. For instance, transgender healthcare needs differ significantly from a 
homosexual cisgender male or female health needs. Transgender individuals may wish to seek 
medical care for hormones, surgery, and mental health treatment that is not necessarily sought 
after in the homosexual communities. Therefore, it can be inappropriate to include all sexual and 
gender minorities into one category in areas of social, political, and healthcare (i.e., the LGBTQI 
umbrella).  
 In order to speak to these differences, Stryker (2008) provides a comprehensive review of 
transgender history in her text, Transgender History. Within the text, Stryker identifies how 
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transgender individuals are identified based on their physical, outward appearance of their 
gender presentation. However, sexual minority individuals may not experience this, as sexuality 
may not be easily identified from outward appearances like gender. With this difference, the 
transgender community experiences discrimination, prejudice, and marginalization based on 
their gender presentation. Additionally, there are gender norms that are established by society 
and culture that can cause bias towards non-normative gender expressions and identities.  
 Along with societal and cultural gender norms, medicine and psychiatry add to the issues 
the transgender community faces by establishing medical diagnoses for gender pathology 
(Stryker, 2008). Initially, gender identity disorder was used to diagnose patients whose gender 
expression or identity did not correlate with their natal sex (Stryker). The diagnosis is now 
labeled as gender dysphoria, and treatment aims to help integrate the transgender patient into 
society as the identified gender as well as promote a positive self-image (American Psychiatric 
Association, 2013). However, by identifying non-normative genders as pathologies, there 
continues to be stigma surrounding transgenderism in healthcare and society today.  
  The pathology of gender non-conformity and the transgender issues the US faces 
politically and socially increases the incidence of oppression and marginalization felt by the 
transgender community. Therefore, the transgender narrative is an important aspect to explore 
when wishing to understand a certain phenomenon related to a group of people due to the 
potential emotional element associated with the stories shared. Narratives are stories related by 
events or experiences and told to others in an effort to provide a message or insight found within 
the story told (Literary Devices, 2017). The following will be an example of a transgender 
narrative and how the author’s message can be used to understand the issues transgender 
individuals face.  
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The following narrative written by Link can be found in Nestle, Howell, and Wilchins’ 
(2002) text, Genderqueer: Voices from beyond the sexual binary. Link’s story begins with the 
concept of invisibility, and how he experienced invisibility while living in his natal birth sex 
body, which was female. While he struggled with his gender identity, feeling more masculine 
within a female body, the outside world saw him as a lesbian, and Link was accepted openly by 
many based on his sexuality. However, later on, Link opted for gender affirming surgery, which 
included surgically removing his breast tissue and the construction of a penis. Link now is seen 
by the outside world as a “freak” (Nestle et al., 2002, p. 90) and is identified by his gender 
expression, which is disruptive to many people’s idea of gender. Lastly, Link discusses his 
surgical scars and his relationships with his brother and mother. While Link felt unlike his family 
growing up, he now feels a certain connection to them as all three have scars upon their chests: 
his brother’s from open heart surgery, his mother’s from breast reconstruction following breast 
cancer, and his from a double mastectomy to shape a more masculine chest (Nestle et al.).  
Link’s story shines a light on the various issues transgender individuals face: invisibility, 
marginalization, the mismatched body image, and relationships. While Link’s story appears 
positive with the finale ending on his connection to his mother and brother, not all transgender 
narratives have endings such as Link’s. Depression, substance abuse, and violence are all issues 
transgender individuals face on a daily account. For instance, the attempted suicide rate for the 
transgender community is nine times higher than the U. S. population at 40%, 46% have been 
verbally harassed, and 47% have been sexually assaulted (James et al., 2016). Moreover, the 
National Center for Transgender Equality (2020) has identified twenty-eight homicides among 
the transgender population in 2020, which is the highest number recorded. While the murders 
occurred to people of different gender expressions, races, and U. S. regions, the homicide rate 
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and violence among transgender women of color is much higher due to the “intersections of 
racism, sexism, homophobia, and transphobia” (Human Rights Campaign, 2017b, para. 2).  
Furthermore, James et al. (2016) identified many issues within their landmark, large scale 
national study (n = 27, 715) surveying U. S. transgender individuals. This follow-up study after 
the Grant et al. (2011; n = 6, 450) study provided four times the number of participants and 
identified key issues that the transgender community faces day to day. Both Grant et al. and 
James et al. found that healthcare created barriers for transgender individuals instead of 
producing a welcoming environment. For instance, Grant et al. found that 19% were refused 
medical care, 38% postponed care due to discrimination, and 48% could not afford care. In 
James et al.’s reiteration of the study, they found that 25% were either denied coverage for both 
gender transition and routine care, 33% had a negative experience with a healthcare provider, 
and 23% postponed care for fear of mistreatment. These statistics remain alarmingly high and 
show no signs of improvement over the four-year period between studies.  
Similarly, other transgender identified issues include homelessness, unemployment, 
inability to obtain proper identification, and inability to access public restrooms. James et al. 
(2016) found that 30% had been homeless at some point and only 16% owned their own home. 
Homelessness can be attributed to the lack of employment transgender individuals face, which 
many reported an inability to keep a job (13%), obtain a promotion (30%), or had experienced 
mistreatment in the workplace (23%) due to their gender identity. Additionally, transgender 
individuals value correct identification documents, such as driver’s licenses, school records, and 
social security cards, yet only 11% stated having all their documents updated to list their 
preferred name and gender (James et al.).   
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Lastly, public restroom access is a current topic of conversation and concern among the 
transgender and cisgender populations, with two opposing arguments. Those resistant to 
transgender individuals using their preferred restroom argue the need to protect, mainly 
cisgender women’s, privacy and safety from sexual predators (Steinmetz, 2015). Currently, there 
is no evidence that transgender women entering women’s restrooms are sexually harassing or 
that sexual predators are entering women’s restrooms under the exploitation they are 
transgender. The other side of the argument comes from the transgender community and its 
advocates who identify the use of one’s preferred restroom as a civil rights issue, stemming back 
to segregation of white and black people during the Jim Crow era (Steinmetz). Transgender 
women, particularly, are more vulnerable entering a men’s restroom to experience violence, 
harassment, and overwhelming scrutiny when using the restroom than a white transgender 
person (Lambda Legal, n. d.). Furthermore, the ability to use the preferred restroom provides a 
sense of equality and validation of one’s gender identity (Steinmetz).  
While the bathroom debate continues in social and political arenas, transgender 
individuals are in a state of uncertainty in most parts of the US when attempting to use public 
restrooms. James et al. (2016) found that 59% of transgender participants avoided public 
restrooms because of fear related to bias and scrutiny from others. Additionally, James et al. 
found that transgender individuals were limiting food and water intake (32%) and were 
experiencing urinary tract infections and other kidney issues (8%) due to avoiding public 
restrooms. Therefore, access to public restrooms for transgender individuals stems beyond the 
political landscape and is affecting the health of this marginalized population.  
In summary, the broad scope of transgender issues stems heavily from the history this 
population has experienced socially, culturally, and politically. A transgender person may be 
TRANSGENDER HEALTHCARE INTERACTIONS 
 
31 
aware of others around them, regarding their safety, equality, and ability to express themselves 
genuinely, due to the past experiences with discrimination, prejudice, and harassment. With a 
political and social climate opposing transgender equality in many facets, it is important to 
understand the issues this community faces regularly in order to advocate for their needs and 
rights. 
The Transgender Political Category 
 While politics in regard to civil rights and policies are important for the transgender 
community, the political category of transgenderism is of importance when exploring the 
meaning behind bodies and how power plays a part in one’s gender role (Wilchins, 1997). 
Wilchins states that transgenderism is not a “natural fact” but is a “political category 
[transgender individuals] are forced to occupy” in order to live their authentic selves (1997, p. 
27). Wilchins further explains transgender individuals are at a disadvantage, or viewed as 
“outcasts,” by oppressive gender norms (1997, p. 28). The system of gender is constructed in a 
way that causes gender minorities to feel inferior and in order to feel validated and accepted must 
change one’s body and appearance (Wilchins). 
 First, Foucault emphasizes the concept of biopolitics to understand how sexuality is 
regulated from a top down approach (i.e., governance, discipline, and norms; Stryker, 2014). 
Biopolitics is an aspect of body politics in which a person embodies behaviors, roles, and 
identities based on social understanding of sexual or gender categories (Stryker). Biopolitics is 
also a strong indication of reproductive ability, along with how one identifies and expresses 
desire (Stryker). It is an institutional structure that signifies how a body (or person) is carrying 
out one’s existence. Stryker states gender is an “apparatus within which all bodies are taken up” 
and are reliant on governing parties from birth until death to regulate power, including 
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appropriate documentation and practices related to gender (2014, p. 39). Therefore, anything 
outside of the normative gender roles become vulnerable to practices and governances of 
oppression, including transgender individuals. Referring back to the reproductive ability of 
individuals, society will overlook a transgender person as having viable reproductive ability, or 
worthy of “social investment,” due to their non-normative gender identity and possible inability 
to reproduce naturally without medical intervention (Stryker, 2014, p. 40).  
 Furthermore, with the institutional biases in place against transgender people, the threat 
of violence and death is much higher in this population than in the cisgender population. Stryker 
(2014) goes further to identify race, within the Foucauldian concept of biopolitics, to enhance the 
power imbalance for transgender people of color. Necropolitics, or the “operations of biopower” 
and biopolitics, identify that non-white transgender individuals will suffer more oppression and 
discrimination than white transgender individuals due to their experience of “viability” 
(Mbembé, 2003; Stryker, 2014, p. 40). With the intersectionality of gender and race, transgender 
people of color experience not only racism but also transphobia, both of which have been found 
to have harmful, long lasting effects on those suffering from it (Stryker).  
 Stryker (2014) based her analysis of biopolitics on Mbembé’s (2003) concepts of 
necropolitics and sovereignty, which symbolize the idea that those who are seen as subordinate 
or of lesser power to white, cisgender individuals experience earlier deaths, violence, and 
microaggressions (which will be discussed further shortly). Mbembé defines sovereignty as the 
ability to determine who lives and who dies, which is regulated by the more powerful, usually 
those who are male and of Caucasian ethnicity. Mbembé poses questions asking who has the 
power to determine control over the human body, life, and death and uses Foucault’s concept of 
biopower and biopolitics to answer these questions.  
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 Mbembé (2003) starts by discussing how wars have used sovereignty and power to kill 
others in an effort to gain control. Mbembé uses Nazi Germany and death camps as an example 
to express how norms are created and determined as the more powerful subjects (i.e., Christian, 
white individuals in Nazi Germany or cisgender white men in modern time). This concept of 
biopower is essentially the division of people into groups: “those who must live and those who 
must die” (Mbembé, 2003, p. 17). A few of these divisions include race, gender, sexuality, and 
socioeconomic class, and Mbembé’s focus is on racism and how racial divisions have been an 
“exercise of biopower” to allow violence and death to overcome racial minorities (2003, p. 17). 
While murder and violence may seem an over-exaggeration of power, the reality is transgender 
homicidal rates are high, and the incidence of mental health illnesses leading to suicide is also 
extremely high in this population (Dinno, 2017; James et al., 2016). The intersectionality of a 
racial minority, lower socioeconomic status, and female gender identity, the necropolitical 
domain expands for that individual.  
 While biopower and necropolitics are overarching concepts to understand how 
transgender individuals can be identified as a political category, manifestation of power 
imbalances between men/women, heterosexual/homosexual, cisgender/transgender can be seen 
in microaggressions. Microaggressions are communications that “reproduce oppression on an 
interpersonal level” which are common place within the gender system of power and are usually 
communicated in an unintentional manner (Nordmarken, 2014, p. 129). These remarks may not 
be noticed by the recipient or may be hard to recognize; however, they have been found to cause 
common effects across populations who experience them (i.e., racial, gender, and sexual 
minorities; Nordmarken). These effects include mental health illnesses, such as depression, 
hopelessness, and anxiety along with chronic health problems (Nordmarken). Transgender 
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individuals experience microaggressions daily, in work and healthcare settings and from family 
and friends. Examples provided by Nordmarken include the use of derogatory words such as 
“tranny” and “freakish” or undermining a transgender person’s authentic gender identity such as 
using the incorrect pronoun or chosen name (2014, p. 130). The usage of microaggressions 
further enhances the concepts of biopolitics and necropolitics by supporting heterosexism and 
transphobia and placing transgender individuals in an inferior power position than their cisgender 
counterparts (Nordmarken).   
 Furthermore, there are institutionalized microaggressions that transgender individuals 
face, including public restroom policies, inability to access necessary healthcare, and if 
incarcerated, being housed in the wrong gendered prison. Similar to Mbembé (2003), 
Nordmarken (2014) identifies the intersectionality of marginalized populations (i.e., minority 
races, sexualities, genders, and socioeconomic classes) have exacerbated incidences of 
microaggressions (i.e., racism, classism, sexism).  
 Wilchins (1997) emphasizes how identity and body politics play a role in transgender 
individuals’ everyday life experiences. Additionally, society and culture are not only creating 
oppressive environments for minorities, including women, but they are creating what these 
identities actually are (i.e., what a woman is, what a transgender person is, etc.; Wilchins).  This 
indicates a cycle of oppression that is difficult to be removed from or overcome due to what each 
identity is and how those identities are perceived by society and culture. Similar to Mbembé 
(2003) and Stryker (2014), Wilchins identifies a necropolitical domain that lead to violence and 
an imbalance of power for gender and sexual minorities. 
 Similarly, Lewis and Irving (2017) investigate a concept based on the effects of capitalist 
societies on the transgender community called trans-political economy (TPE). Within capitalism, 
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there is “a dynamic social order composed of multiple sociopolitical, economic, and cultural 
institutions” (Lewis & Irving, 2017, p. 5) which determine how the physical world, the bodies 
within it, and interventions are created and deployed. This framework begins with the 
understanding that there is an intertwined relationship between the different structures and 
systems within a capitalist society, including how free markets operate and favor the hierarchy of 
white, cisgender, and heterosexual populations (Lewis & Irving). TPE encompasses feminism, 
body politics, and deconstructivism to create scholarship and understanding of the transgender 
experience. While TPE does moves away from biopolitics into necropolitics to identify how 
transgender individuals are “devalued of political significance,” meaning their lives are excluded 
from capitalist gain, TPE focuses to expand the definition of what normative capitalist gain 
involves (i.e., more than financial gain; Lewis & Irving, 2017, p. 8). With this expansion, 
transgender individuals and their experiences are identified as political gain, making the 
population valuable and significant (Lewis & Irving). However, this is still not identified and 
valued beyond scholars and practitioners of TPE.  
 In summary, transgender individuals, while requiring civil rights and policies to be their 
authentic selves, are identified as a political category due to how they experience their body and 
gender as well as how economically, both socio-politically and culturally, they are perceived by 
the cisgender, heterosexual culture. Furthermore, the incidences of violence, discrimination, and 
mistreatment transgender individuals face place them in the necropolitical domain of oppression 
and more likely to experience death than cisgender individuals. With the intersectionality of 
other minority statuses in addition to a gender minority (i.e., race, socioeconomic class, etc.), this 
further emphasizes the oppression a transgender person may experience.  
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Transgender Specific Healthcare 
 As previously mentioned, transgender individuals have unique healthcare needs that 
sexual minorities and cisgender individuals do not have. When providing care, healthcare 
practitioners should utilize the World Professional Association for Transgender Health 
(WPATH) Standards of Care version 7 (SOC v7) as WPATH (2011) uses evidence-based, 
multidisciplinary methods to provide holistic care to the international transgender population. 
This section will provide a brief overview of the contents of the SOC v7 in order to give an 
understanding of the healthcare needs of the transgender community.  
 Briefly, medical therapy for transgender individuals may appear complicated and 
dangerous to healthcare professionals who are unfamiliar with current interventions; however, 
WPATH (2011) has outlined interventions including hormone replacement therapy (HRT), 
surgical intervention, mental health, and preventative care to provide evidence-based, best 
practice care to transgender patients within the SOC v7. 
Hormone Replacement Therapy (HRT) 
First, HRT may include masculinizing hormones (i.e., testosterone) for female-to-male 
(FTM) transgender people or feminizing hormones (i.e., estrogen) for male-to-female (MTF) 
transgender people, and requires physical and laboratory assessments to ensure the patient is in a 
healthy state to receive the therapy (WPATH, 2011). It is also important for the prescribing 
provider to understand the risk/benefit ratio of the intervention for safety and efficacy (WPATH).  
An important aspect of HRT that should not be overlooked is the discussion of family 
planning before starting. Whether the individual is given estrogen or testosterone, irreversible 
infertility can occur with long-term use of these medications. Therefore, it is imperative for the 
healthcare practitioner to provide an open dialogue regarding family planning and patient 
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options. For instance, if the transgender individual does desire to have children later in life, 
harvesting (i.e., egg retrieval or sperm donation) will need to be implemented prior to HRT 
initiation. This will allow the individual the option to have a biological child when they are 
ready. 
 When HRT is initiated, the MTF transgender patient will begin to see physical changes 
on estrogen or anti-androgen therapy (i.e., spironolactone or finasteride) a few months after 
initiation that result in breast growth, decrease in libido and erections, skin softening and 
decreased oiliness, and thinning facial and body hair (WPATH, 2011). The maximum effects 
will occur within two years of HRT; however, it is dependent on the prescribed medication, 
dosage, and route that will inevitability determine the hormone effectiveness (WPATH). 
 Similarly, the FTM transgender patient will see physical changes within a few months 
from beginning testosterone therapy in an increase in skin oiliness and acne, increased facial 
growth and muscle mass, and clitoral enlargement. These patients will also see maximum 
medication effects in two years from beginning therapy (WPATH, 2011). 
 There are no absolute contraindications for feminizing HRT (i.e., estrogen); however, 
there are risks and pre-existing conditions that could be exacerbated with the initiation of HRT. 
There is an increased risk for cardiovascular disease, hypertension, hypertriglyceridemia in the 
use of feminizing hormones, so it is important to screen patients for these conditions prior to 
initiating therapy and routinely assessing for any signs or symptoms related to these conditions 
after therapy has begun (WPATH, 2011). Also, if a patient has had a history of deep vein 
thrombosis (DVT) or underlying hypercoagulable condition, estrogen may be contraindicated in 
this patient population as it can increase one’s risk for developing a DVT. Lastly, the MTF 
transgender patient should be assessed and monitored for elevated liver enzymes and 
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hyperprolactinemia or prolactinom as there is an increased risk when on estrogen therapy 
(WPATH). 
 For FTM transgender patients, there are absolute contraindications when beginning 
testosterone therapy which include pregnancy, unstable coronary artery disease, and 
polycythemia with a hematocrit level greater than 55% and untreated (WPATH, 2011). 
Therefore, the patient should be tested and assessed routinely for these conditions to ensure no 
complications arise while on the medication. 
 It is important to discuss risks, benefits, patient goals in regard to transition, and family 
planning prior to initiating HRT. Additionally, the prescribing provider will need to perform a 
thorough health history and physical assessment before medications are prescribed as well as 
continue monitoring laboratory values and assess for complications and desired changes after 
treatment has begun.   
Gender Affirming Surgeries (GAS) 
While some transgender individuals will be satisfied with HRT, others will desire the 
addition of surgical interventions to modify their body to match their desired gender expression. 
GAS are surgical interventions to help “alleviate [transgender individuals’] gender dysphoria” 
(WPATH, 2011, p. 54). Gender dysphoria is the distress a person experiences due to the 
discrepancy between a person’s birth sex and gender expression (WPATH). GAS can include 
breast or chest surgery, genital surgery, facial reconstruction, and other aesthetic procedures 
(WPATH).  
 Briefly, a MTF transgender individual may seek to have a breast augmentation and 
surgical reconstruction of one’s penis into a vagina (i.e., vaginoplasty). Likewise, a FTM 
transgender individual may wish to have a double mastectomy along with reconstruction of the 
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vagina and clitoris into a penis (i.e., phalloplasty). Genital surgery can be a risky and dangerous 
procedure for both MTF and FTM transgender patients; additionally, genital reconstruction 
surgeries are also a financial burden for the transgender person and may not be covered by U. S. 
insurance providers (Grant et al., 2011). Other surgeries that may be desired include cosmetic 
type procedures, such as facial feminization surgery, liposuction, and thyroid cartilage reduction 
for MTF patients and pectoral implants and liposuction or lipofilling for FTM patients (WPATH, 
2011).  
 GAS require certain criteria to be met before a surgeon can ethically perform an 
irreversible surgery. The surgeon will typically require two referrals from a mental health 
professional and the prescribing physician for HRT that the patient is in gender dysphoria and 
surgery is medically necessary before s/he will perform genital surgery (i.e., hysterectomy, 
ovariectomy, and orchiectomy). Additionally, the patient must have twelve consecutive months 
on HRT in order to confirm one’s gender identity prior to irreversible surgical procedures. 
Furthermore, if a patient desires further genital surgery (i.e., phalloplasty or vaginoplasty), they 
must live 12 continuous months in the gender role that matches their gender identity (WPATH, 
2011). Surgeons may also request continuous care from a mental health professional.  
Mental Health 
Mental health is a priority area of a transgender person’s healthcare that will need to be 
continually addressed due to the incidences of depression and suicide within the population, most 
often resulting due to long-term experiences of stigma and discrimination. (James et al., 2016). 
Mental healthcare helps a transgender individual reconcile their natal sex with their gender 
expression, become comfortable with their gender identity, and provide interventional care for 
mental illnesses such as depression, anxiety, and substance abuse (WPATH, 2011). Mental 
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health providers may also act as a gatekeeper for transgender patients to receive HRT and GAS, 
as many endocrinologists, prescribing providers, and surgeons require mental health assessments 
prior to initiating HRT or performing GAS. It is important for transgender individuals to have 
well-informed, qualified, and culturally sensitive mental health professionals to provide care.     
Preventative Care 
While the transgender patient’s prescribing provider, surgeon, and primary care provider 
need to monitor for complications and expected changes associated with HRT and GAS, they 
also need to ensure preventative care is being provided based on current practice and guidelines. 
Transgender patients need to be monitored for conditions like heart disease, diabetes, and cancer 
like their gender normative counterparts; however, there are areas of preventative care that may 
be uncomfortable to discuss for both provider and patient including the need for mammograms, 
Papanicolaou (Pap) smears, and prostate examinations due to the sensitive nature surrounding 
these tests. These tests may be performed on both MTF and FTM transgender patients and is 
dependent on where the patient is in their gender transition. For instance, a MTF transgender 
patient who has had breast augmentation but has not had a vaginoplasty needs to have a 
mammogram and prostate examination to assess for cancerous cells. Likewise, a FTM 
transgender patient who has not had any surgical procedures needs to have Pap smears and 
mammograms. These conversations can be uncomfortable to have for both the healthcare 
practitioner and the patient; however, it is important for the care provider to overcome the 
discomfort in order to best serve the patient.  
In summary, transgender specific healthcare, such as HRT and GAS, are medically 
necessary, if desired by the transgender person, to allow an external representation of their 
authentic self (WPATH, 2011). However, due to the lack of insurance coverage for these 
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treatments and a lack of educated providers (Grant et al., 2011; James et al., 2016, Stroumsa, 
2014), it can be difficult for transgender patients to receive quality care. Also, these treatments 
do not come without risk, and it is essential for the healthcare provider to remain current with 
best practice as prescribed by WPATH. 
Current Transgender Health Research 
 The following sections will outline current published research in transgender healthcare 
including transgender healthcare education for health disciplines, the healthcare professional’s 
perspectives of transgender healthcare, and transgender specific health research. The section 
related to transgender specific health research will also include transgender experiences within 
the healthcare system, as this was the primary initiative behind this study. 
Transgender Healthcare Education for Health Disciplines 
 There is minimal, if any, transgender content within healthcare disciplines, such as 
medicine and nursing (Merryfeather & Bruce, 2014; Reisner et al., 2016). However, there are a 
few publications on the barriers to incorporating more transgender content into these programs as 
well as an analysis on how to include more content within healthcare educational programs.  
 Stroumsa, Shires, Richardson, Jaffee, and Woodford (2019) utilized a cross-sectional 66 
item online survey constructed specifically for their study to assess if transgender educational 
exposure and attitudes toward transgender individuals predict knowledge on transgender care 
needs. The researchers surveyed physicians, advanced practitioners, and residents (n = 223) from 
one healthcare system in midwestern US. Stroumsa et al. found that formal educational training 
in medical curricula did not predict the amount of knowledge a healthcare provider had on 
transgender needs. Interestingly, measuring transphobia on a Likert-type scale did indicate an 
effect on provider knowledge. Stroumsa et al. interpreted this finding to indicate that systemic 
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and societal bias and prejudice toward transgender culture led to poor medical knowledge. It was 
recommended that addressing and implementing strategies to overcome transphobia in medical 
culture will improve a provider’s knowledge level, and in turn, have a positive effect on systemic 
and societal transphobia.  
 After a literature review on the inequities and current state of transgender healthcare, 
Hana, Butler, Young, Zamora, and Lam (2021) identified key elements to improve transgender 
content in medical school curricula. Similar to Stroumsa et al. (2019), Hana et al. note the issue 
does not solely stem from the health discipline, but also from the cultural and societal 
constructed gender binary and its oppression of non-normative gender identities. Therefore, they 
recommended that schools of medicine initiate a foundation in cultural humility and health 
inequities during medical training, develop transgender content with help from field experts, and 
integrate transgender content throughout medical programs and rather than simply a subject in 
one lecture. Additionally, Hana et al. recommended integrating various methods to assess 
knowledge in both a summative and formative fashion throughout medical programs. It is also 
noted that a common knowledge barrier is existing medical faculty and staff. Therefore, formal 
training is needed to provide education on gender diversity and transgender health to current 
educators. Lastly, Hana et al. identified the need to enroll more gender diverse individuals in 
medical programs. This will lead to more transgender physicians that can provide gender diverse 
representation as well as increased trust and knowledge for the transgender community.    
The Healthcare Professional’s Perspective of Transgender Healthcare 
 Snelgrove, Jasudavisius, Rowe, Head, & Bauer (2012) utilized grounded theory to 
investigate Canadian physician perceptions and experiences related to barriers to care for 
transgender individuals (n = 13). The use of semi-structured interviews led to the major theme 
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expressed by the participants as not knowing where to go or who to talk to for care (Snelgrove et 
al.). The major barriers to care included having inadequate access, major knowledge deficits 
among providers on transgender health needs, and the reluctance felt by providers to prescribe 
invasive treatment (Snelgrove et al.). These invasive treatment modalities included HRT and 
GAS, which were viewed by the healthcare providers as complicated and potentially hazardous 
to their transgender patients.  
 Similarly, Torres, Renfrew, Kenst, Tan-McGrory, Betancourt, and López (2015) used 
grounded theory and qualitative measures to understand provider perspectives on the healthcare 
needs and barriers to care for transgender youth in Boston (n = 11). Torres et al. found five 
common themes among the providers. These themes included seeing resilience in their 
transgender patient populations despite adversity, limited access to care for a multitude of 
reasons, the critical role a strong support system had, deficit knowledge among providers and 
staff caring for transgender patients, and limitations to navigating the health system. Limited 
access to care included poor mental health services, lack of housing, safety, and employment for 
the adolescents, and lack of insurance to support a medical transition. Additionally, when trying 
to navigate the health system, the transgender youth had difficulty due to their age, as well as the 
dependence on family insurance plans, transportation, and acceptance of family for transition 
(Torres et al.). 
 Similar to Snelgrove et al. (2012) and Torres et al. (2015), Poteat, German, and Kerrigan 
(2013) used grounded theory to assess not only healthcare professional experiences managing 
stigma and discrimination related to transgender healthcare, but also the transgender individual’s 
perspective (this aspect of the study will be discussed in the next section). In regard to the 
healthcare professional perspective, Poteat et al. interviewed twelve healthcare professionals on 
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the topic of stigma in healthcare interactions with transgender individuals. They found that the 
providers held views of ambivalence or uncertainty when dealing with healthcare related needs 
of the transgender patient. Additionally, through the use of functional theory, Poteat et al. 
recognized that the stigmatizing attitudes toward transgender patients have created an 
interpersonal struggle in the relationship of power between provider and patient.  
In a related study, Luvuno, Ncama, & Mchunu (2017) interviewed thirteen South African 
healthcare workers, including five nurses, regarding their sexual and reproductive health 
knowledge, attitudes, and practices toward transgender patients. This qualitative study utilized 
critical ethnography to identify three categories related to the issues transgender patients face in 
South Africa: (a) lack of provider knowledge, (b) poor healthcare relationships, and (c) 
inadequate practice and experience with healthcare professionals (Luvuno et al.). Through the 
use of semi-structured interviews, Luvuno et al. found there is an avoidance on the part of the 
healthcare worker to pursue sexual history with transgender patients along with having little to 
no formal training regarding transgender health needs and issues. Additionally, the attitudes that 
prevailed among the healthcare workers included blaming the patients for wanting attention as 
well as viewing non-normative gender identities as a choice (Luvuno et al.). Lastly, in regard to 
practice and experience with transgender patients, healthcare workers voiced heteronormative 
attitudes which led to patient alienation and avoidance of care on the part of the patient (Luvuno 
et al.). Luvuno et al. found that South African healthcare workers face barriers to provide care 
due to a lack of training and experience which leads to poor attitudes and a lack of sensitivity. 
Furthermore, Luvuno et al. concluded with the recommendation for nurses to utilize more 
transgender individuals and topics in research endeavors and curriculum in order to educate 
healthcare workers and promote positive experiences for transgender patients. 
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Using quantitative design methods, Vance, Halpern-Felsher, and Rosenthal (2015) 
surveyed healthcare providers (n = 475) perceived barriers to care for the transgender population 
and their comfort levels when providing care. Vance et al. found many providers listed 
uneducated healthcare professionals (65.1%) and a lack of mental health providers (68.4%) as 
reasons to poor access to care. However, many providers (86.4%) stated a desire to learn more 
about transgender healthcare needs (Vance et al.). These findings positively indicate the 
awareness of lack of education as a barrier and progressive attitudes toward embracing 
transgender healthcare. 
In a doctoral dissertation study, Couture (2016) surveyed U. S. college mental health 
counselors (n = 84) regarding their perceived preparedness to care for transgender students. 
Couture aimed to determine the current use of transgender counseling competencies while 
gaining insight into the developmental needs for U. S. counseling program curricula. Couture 
used a cross-sectional design with a Likert-type survey to ascertain participants’ perceived 
knowledge level on transgender issues (M = 62.71, SD = 14. 43; scale 0-87) as well as their 
perceived preparedness (M = 6.29, SD = 2.17; scale 0-10). While counselors felt moderately 
prepared to care for the transgender student population, the participants felt they could use more 
preparation to meet the needs of this population. While one participant (1.2%) was undecided, 
Couture found the majority of the study’s participants (98.8%) felt it was their duty to be 
knowledgeable of gender identity issues. While this study provides preliminary data related to a 
subsect of mental health professionals, Couture recommends using both quantitative and 
qualitative research designs to identify which techniques would work best in this population as 
well as the need to explore the transgender college students’ experience with mental health 
services offered on campuses for future research endeavors. 
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  In summary, the published literature identifies a variety of barriers, whether systemic or 
individual, a healthcare professional faces when providing care to the transgender population. Of 
these issues, a lack of training and knowledge are leading concerns. While healthcare curriculum 
programs are heavy with content, transgender issues continue to be invisible in many programs, 
which snowballs into other issues such as a discomfort or uncertainty in approaching gender 
related health topics, a lack of sensitivity, and a lack of available resources and programs for 
transgender patients.  
The Transgender Specific Health Research 
 It is important to begin exploring transgender health research by understanding there are 
differences between transgender and cisgender individuals, and Dargie, Blair, Pukall, and Coyle 
(2014) provide a preliminary exploration of this difference in their study. Dargie et al. aimed to 
provide data to support the hypothesis that transgender people should be approached differently 
in research and in mental and physical health environments than lesbian, gay, and bisexual 
(LGB) cisgender individuals. Previous research has typically combined these populations into 
one when conducting research. Dargie et al. found that transgender individuals (n = 36) 
experienced gender in a variety of ways, including expressions outside of the gender binary. 
When compared to their LGB cisgender counterparts (n = 689) in the study, Dargie et al. found 
that there were similarities within the experiences of romantic relationships, yet differences 
included transgender individuals experiencing more depression, anxiety, and physical ailments. 
Additionally, transgender individuals felt they had less social support than the LGB cisgender 
participants (Dargie et al.). Lastly, it was identified that relationship status and social support 
networks contributed to an individual’s mental health status, whether it was positive or negative. 
Dargie et al. concluded the study with a multitude of recommendations for future research 
TRANSGENDER HEALTHCARE INTERACTIONS 
 
47 
including dividing LGB and transgender individuals into subsects when conducting research as 
well as utilizing individuals in research who identify outside the gender binary or as 
genderqueer. 
This literature review will begin by focusing on mental healthcare research and 
transgender participants. Riggs, Ansara, and Treharne (2015) provided a literature review on 
Australian mental health research which collectively found poor mental health among 
transgender individuals along with a higher incidence of mental health diseases among those 
who had experienced discrimination and lacked a strong social support network. Additionally, 
Riggs et al. identified there was improved mental health among those transgender individuals 
who were able to access HRT and GAS. After reviewing the published research, Riggs et al. 
identified two theoretical frameworks to utilize when conducting future research with 
transgender individuals as participants: cisgenderism and decompensation. The use of 
cisgenderism as a guiding framework allows for an understanding of “systemic and individual 
acts” whether positive or negative that can affect an individual’s mental health status (Riggs et 
al., 2015, p. 34). The use of decompensation allows for an understanding of how 
microaggressions and systemic discrimination based on an overall cultural acceptance of 
normative gender structures can affect the mental state of transgender individuals. The use of 
these two theoretical frameworks guided Riggs et al. to create the Model of Transgender Mental 
Health of Australia. Riggs et al. recommend mental health professionals utilize this model in 
order understand the potential decompensation related to cisgenderism without having to 
formally diagnose transgender clients with gender dysphoria, as the researchers’ overall goal is 
to eliminate the pathologization of non-conforming gender identities.   
TRANSGENDER HEALTHCARE INTERACTIONS 
 
48 
In one of the first qualitative studies to explore mental health experiences among 
transgender individuals, Benson utilized a feminist phenomenological approach in order to 
“inform and improve” mental health practice and provide a voice to transgender participants 
(2013, p. 25). With the use of semi-structured interviews, Benson interviewed seven transgender 
participants which resulted in four themes and two subthemes. First, reason for seeking care was 
established as the first theme with two subthemes. The participants identified two reasons for 
seeking mental healthcare: improving their quality of life (i.e., emotional health, relational help, 
depression, anxiety) as well as pursuing a gender transition (Benson). The second theme focused 
on the issues participants faced in mental health practice, including a lack of knowledge and 
training among providers and a lack of financial ability to pay for care (Benson). Thirdly, a 
therapist’s reputation was an important indicator to mental health care experiences. Many 
participants found mental health providers through word of mouth, as this was a way to identify 
transgender-friendly care providers (Benson). And lastly, transgender affirmative therapy was an 
important component of one’s experience, as this led to feeling validated by their mental health 
provider (Benson).  
Similar to the Benson (2013) study, McCullough, Dispenza, Parker, Viehl, Chang, and 
Murphy (2017) focused their southeastern U. S. study on the counseling experiences of thirteen 
transgender and gender non-conforming individuals. Through the use of interpretative 
phenomenological analysis and critical theory, McCullough et al. identified an importance in 
selecting an appropriate mental health professional for one’s needs, whether it be a familiarity 
with the transgender community or a similar characteristic to the client (i.e., race). Similar to the 
Benson study, McCullough et al. found the participants did encounter positive experiences with 
mental health professionals, such as validating their transgender identity as well as acting as an 
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advocate for the client’s needs. However, the participants did describe negative experiences with 
other mental health professionals, including a visible discomfort on the part of the professional, 
misuse of names and pronouns, and the failure to understand the intersectionality of having 
multiple marginalized identities (i.e., race and gender; McCullough et al.). Lastly, the majority of 
the participants expressed the importance of outside social support beyond mental health that 
helped them feel included and accepted (McCullough et al.). These support systems ranged from 
family, friends, and transgender support groups.  
Utilizing quantitative measures, Seelman, Colón-Diaz, LeCroix, Xavier-Brier, and 
Kattari (2017) aimed to identify how negative experiences with primary care providers (PCP) 
and a fear of discrimination led to a delay in accessing healthcare for transgender individuals (n 
= 417). The interest was focused on the effects these issues caused the participants’ mental health 
statuses. Through the use of minority stress model, Seelman et al. found that 38.7% experienced 
non-inclusive care from a PCP, 31.1% delayed care due to a fear of being discriminated, 44% 
were diagnosed with depression, and 52.7% were diagnosed with anxiety. While non-inclusive 
care did not significantly affect a transgender person’s mental health, it was found delaying care 
did significantly affect mental health status. For instance, Seelman et al. found those who 
delayed care were more likely to have lower incomes, to be depressed, and to experience suicidal 
ideations. Therefore, Seelman et al. recommended for PCP to provide inclusivity training for 
themselves and their office staff as well as utilizing correct pronouns and names to establish trust 
among their transgender patients.  
As synthesized above, mental health research has resulted in findings of discrimination, 
poor access to care, and poorer mental health among transgender individuals, and other health 
research has resulted in similar findings. First, Bradford, Reisner, Honnold, and Xavier (2013) 
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completed the Virginia Transgender Health Initiative Study, which was a cross-sectional, 
convenience sample (n = 350) study that found widespread discrimination in social and 
healthcare settings toward transgender individuals. Twenty-seven percent reported 
discrimination in the healthcare setting, which was the most common location discrimination 
was experienced. With similar findings to the large-scale Grant et al. (2011) and James et al. 
(2016) surveys, 20% of participants had to educate their providers on their medical needs, along 
with 15% of the participants experienced discomfort when speaking to healthcare providers on 
their needs. Additionally, chronic issues were found among transgender individuals, including 
the use or past use of tobacco (64%) and alcohol (23%). The long-term effects of substance use 
can lead to chronic disease processes that, in conjunction with gender-related care, complicate a 
transgender patient’s plan of care. Bradford et al. suggested a multilevel approach to addressing 
the issues faced by transgender individuals, including policy changes and comprehensive training 
for healthcare providers.  
 A needs assessment study by Kenagy (2005) aimed to understand the issues transgender 
people faced in the Philadelphia area (n = 182). This study supports the findings found in the 
Bradford et al. (2013) study with results showing 30% of transgender individuals attempted 
suicide, 26% were denied care, and 52% had difficulty accessing care (Kenagy). A similar study 
by Sanchez, Sanchez, and Danoff (2009) found that New York City MTF transgender people (n 
= 101) experienced poor access to knowledgeable providers (32%) and a lack in insurance 
coverage (20%).  
Similarly, Shires and Jaffee (2015) utilized the data obtained in the landmark Grant et al. 
(2011) survey to identify how FTM transgender individuals (n = 1711) experienced healthcare 
discrimination. With the guiding theory of intersectionality, Shires and Jaffee found 40% of 
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participants had been verbally harassed, denied care, or physically assaulted within a healthcare 
setting. It was identified that those who identified as Native American or multiracial and were in 
a lower socioeconomic category experienced an increased amount of healthcare discrimination. 
Interestingly, those participants that had higher levels of education identified higher incidences 
of discrimination. Shires and Jaffee hypothesized this may be due to the more inquisitive, 
knowledgeable, and assertive nature of those with higher levels of education resulting in a 
discomfort and uncertainty among healthcare professionals. Additionally, it was found that those 
with public health insurance coverage experienced more discrimination in healthcare settings 
than those with private health insurance (Shires & Jaffee).  
 Comparable to Shires and Jaffee (2015), Kattari and Hasche (2016) utilized the Grant et 
al. (2011) survey data to understand the implications of discrimination, harassment, and 
victimization among age groups. Through the use of a life course perspective, Kattari and 
Hasche found among all age groups one in five had experienced discrimination and harassment 
in a healthcare setting while 2% of the sample had experienced physical victimization. When the 
age groups were divided (i.e., 35 and younger, 35-49, 50-64, and 65 and older), participants 35 
and younger experienced higher levels of discrimination, harassment, and victimization than the 
other age groups (Kattari & Hasche). Additionally, the level of discrimination and harassment 
declined with age, but those 65 and older reported the second highest level of physical 
victimization (Kattari & Hasche). This study and the Shires and Jaffee (2015) study provide data 
to support the need for further investigation in how these experiences of discrimination, 
harassment, and victimization effect the transgender population.   
By utilizing the James et al. (2016) survey data, Kattari, Bakko, Hecht, and Kattari 
(2019) aimed to identify positive experiences between transgender patients and their healthcare 
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providers using the lens of minority stress theory. They found that those participants who had 
depression and suicidal thoughts had more experiences of disrespect. Kattari et al. posit that poor 
mental health may lead to a transgender person’s inability to access respectful care due to added 
mental stress along with the potential incapacity to search for a more understanding provider. 
They also found that those with mental health issues were more likely to have to educate their 
providers. Lastly, Kattari et al. found that transgender persons with a high school degree or less 
were more prone to disrespectful encounters than those with a bachelor’s or graduate degree. The 
researchers discovered that the intersections of mental health, race, income level, and education 
can lead to less respectful healthcare encounters due to lack of healthcare knowledge, higher 
levels of discrimination, and the added stress of multiple marginalized identities. 
In an Indian study, Shaikh, Mburu, Arumugam, Mattipalli, Aher, Mehta, and Robertson 
(2016) studied a community-based program that utilized social support to empower transgender 
individuals. The intervention-based program was assessed with pre- and post-intervention 
surveys among 268 transgender individuals. The findings of the study included access to 
community programs and social support increased a transgender person’s access to healthcare. 
Moreover, participants identified increased confidence in both accessing care and defending their 
rights. The interventions the community program offered include human immunodeficiency 
virus (HIV) care to high-risk populations, including outreach, counseling, and transgender led 
support services. The organization utilized transgender clients to run a variety of the programs, 
which created an atmosphere of inclusion and autonomy for the transgender population. Shaikh 
et al.’s study is a new way of assessing transgender individuals’ access to care by identifying 
how established programs promote community engagement and improve health outcomes.  
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Using an exploratory cross-sectional design, Markovic et al. (2021) examined healthcare 
experiences and interactions among transgender participants (n = 91) in Austria. A 56-item 
online based survey was distributed and resulted in participants identifying issues with not being 
taken seriously by healthcare providers, experiences of misgendering, and naming physicians as 
the most problematic provider in healthcare. Additionally, it was found that those participants 
who self-identified as non-binary had more experiences of discrimination than those participants 
who identified as transgender male or female. 
The abovementioned studies provide evidence necessary to support the need for further 
research on transgender individuals and their experiences in healthcare. The following will be a 
synthesis of the qualitative research studies currently published which share transgender 
narratives related to healthcare and will provide a further foundation of knowledge for the study. 
As previously mentioned in the healthcare professional research section, Poteat et al. 
(2013) interviewed transgender participants (n = 55) as well as providers using grounded theory 
to identify how stigma and discrimination affected the patient-provider relationship. The in-depth 
interview technique led to stories of frustration from the transgender individuals who sought 
medical care from healthcare professionals who were knowledgeable about transgender health 
needs. Poteat et al. also found in other settings outside of healthcare that discrimination was a 
prevalent occurrence for the transgender participants, which led to dichotomous results of either 
the participant accepting or resisting the stigmatization. 
In one of the first of its kind, Rosentel, Hill, Lu, and Barnett (2016) explored the 
transgender veteran experience in obtaining gender-related care within the Veterans Affairs (VA) 
healthcare system. The VA is a unique health system as it provides a wide range of gender-
related care and coverage for its transgender patients, unlike many healthcare systems and public 
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and private health insurance companies (Rosentel et al.). Despite this inclusivity, Rosentel et al. 
found five barriers to care for transgender veterans (n = 11) using narrative inquiry and semi-
structured interview techniques. First, there was a high rate of lengthened delay time in order to 
access care, as well as travel limitations to access care. Next, there was a lack of understanding 
on the patient’s part in regard to what gender-related care was available and a lack of knowledge 
among VA healthcare professionals (Rosentel et al.). Lastly, there were experiences of 
discrimination and insensitivity among the participants from VA healthcare professionals.  
Similar to Rosentel et al. (2016), Powell, Stinson, and Erbes (2021) assessed transgender 
veterans’ (n = 42) access to healthcare using the lens of minority stress theory. They found 
common barriers were a lack of knowledge about available gender related services, fear of 
discrimination, and concern for service termination due to potential political legislation changes. 
Powell et al. recommended gender affirmative healthcare environments and routine assessment 
of discriminatory healthcare experiences with VA providers and intervening to ensure trauma-
exposed transgender patients do not avoid care in the future. Despite an inclusive health system 
with a penchant to provide care to transgender veterans, these studies are similar to other U. S. 
transgender health research studies in that transgender veterans face the same barriers in 
accessing quality healthcare as civilian transgender patients. 
In contrast, Ross, Law, and Bell (2016) aimed to explore the positive transgender 
healthcare experiences utilizing a case study methodology. Ross et al. interviewed transgender 
individuals (n = 5), friends and family (n = 3), and healthcare professionals (n = 2). Findings 
included adequate healthcare professional knowledge and access to relevant healthcare are key 
elements to positive experiences (Ross et al.). Additionally, Ross et al. identified three levels of 
support in healthcare: (a) the macro level, which includes the availability of resources in large 
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healthcare systems and policies; (b) the meso level, which includes external support (i.e., friends, 
community allies, support groups); and (c) the micro level, which includes the transgender 
individual self-navigating the healthcare system. Interestingly, this study provides a different 
approach to transgender health research by exploring the positive rather than the negative aspects 
of transgender healthcare experiences. 
Wagner, Kunkel, Asbury, and Soto (2016) aimed to explore how stigma played a role in 
transgender individuals’ (n = 17) understanding of their healthcare experiences. Wagner et al. 
found the participants experienced stigma on three levels when seeking healthcare: individually, 
interpersonally, and institutionally. Additionally, transgender individuals faced difficult 
decisions in healthcare due to financial barriers and deciding whether to disclose their gender 
identity (Wagner et al.). The narratives shared regarding decision making identified fear as the 
guiding emotion, as opposed to past experiences of discrimination, as the transgender 
participants identified others’ experiences as reasons for feeling fear related to healthcare 
situations. Lastly, benevolent oppression was another area of stigma experienced by the 
transgender participants (Wagner et al.). Wagner et al. identified benevolent oppression as 
actions such as excessive questioning on gender status from healthcare professionals and 
overcompensating one’s support in order to validate the patient’s gender identity, but this felt 
more objectifying to the participants than supportive. The Wagner et al. study provides a unique 
exploration into how stigma effects a transgender individual’s experience in healthcare. 
Another healthcare oriented study by Lyons, Shannon, Pierre, Small, Krüsi, and Kerr 
(2015) utilized semi-structured interviews to explore the experiences of transgender individuals 
(n = 14) in residential addiction treatment facilities. The stories shared included incidences of 
name-calling, social rejection, harassment, and sexual violence from fellow residents. 
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Additionally, the participants were occasionally placed in the wrong gender room (i.e., MTF 
transgender individuals housed with males) by the facility staff (Lyons et al.). These injustices 
led to some participants quitting the addiction treatment program before completion. 
Dhand and Dhaliwal (2009) used an ethnographic approach to explore the experience of a 
MTF African American transgender individual who was battling malignant breast cancer. 
Through the use of in-depth interviews, observation, and phone interviews, Dhand and Dhaliwal 
discovered the participant was in denial regarding her health, stating she could not have breast 
cancer due to her male chest and HRT regimen. However, a mass detected in her breast had 
metastasized to her back, leading her to need radiation. Despite this illness, the participant 
refused to acknowledge the breast mass and rejected treatment for this. Dhand and Dhaliwal 
found her low socioeconomic status, her provider’s inability to properly educate her, and the 
misconceptions of HRT led to an inability to resolve a health issue that could have had a more 
positive outcome. 
Blodgett, Coughlan, and Khullar (2018) conducted a phenomenological study in rural 
Canada to explore transgender perspectives on healthcare experiences and barriers to care. By 
framing their study with minority stress theory, Blodgett et al. found that explicit and implicit 
discrimination led to avoidance of care and denial of care due to the provider’s lack of 
knowledge on HRT. This denial of care led participants to seek care from a specialized clinic. 
Due to the rural location of the study, barriers included lack of support and resources, issues with 
reliable transportation, and long waiting lists to see friendly providers. Blodgett et al. noted 
resiliency among the transgender participants (n = 12), particularly in their use of informal 
support networks found online or among peers, and in receiving care from understanding and 
respectful healthcare providers.  
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From the nursing perspective, Rounds, Burns McGrath, & Walsh (2013) found through 
the use of focus groups consisting of LGBT participants (n = 11 [3 were transgender]) that 
barriers to transgender care included provider behavior. The three transgender participants 
identified these behaviors to include transphobia and uninformed care, particularly regarding 
sexual and reproductive health (Rounds et al.). Additionally, the LGB participants voiced the 
opinion that despite receiving poor care, their care was better than their transgender counterparts.  
In another nursing study, Roller, Sedlak, and Burke Draucker (2015) conducted a 
grounded theory study on how transgender individuals (n = 25) navigate the healthcare system. 
This is the most similar study found in relation to this study, as Roller et al. used a qualitative 
approach to understand how transgender individuals engage in healthcare services. Roller et al. 
found the navigation process to be four steps. The participants stated having to complete their 
due diligence by researching and finding transgender-friendly providers. Additionally, many 
stated they had to bend the truth to receive medical coverage by insurance companies, usually 
with the physician’s help (Roller et al.). Another strategy was to make the current system work in 
their favor; for example, one FTM transgender participant delayed medically necessary cervical 
cancer screening until he felt it had advanced to the level of cancer to have insurance coverage 
for a hysterectomy (Roller et al.). These strategies to access care led to a delay in necessary care 
and an increase in poor health outcomes for transgender individuals. 
Similarly, Hines, Laury, and Habermann (2019) conducted a nursing based grounded 
theory study exploring HIV positive transgender women’s (n = 18) experiences in healthcare. 
They found four major themes: (a) clinician types, (b) unmet health and education needs, (c) 
system level barriers to healthcare access and engagement, and (d) recommendations for 
improving quality of healthcare experiences. Participants referenced clinicians who understood 
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their gender identity and health needs and those who did not. Additionally, unmet health needs 
were a result of inadequate knowledge on HRT and other gender related treatment. System level 
barriers to accessing care included a lack of insurance, having to travel long distances to 
appointments, and needing multiple providers to receive necessary healthcare (i.e., a separate 
provider for HIV care, HRT, and primary care). The participants identified the need for better 
provider education, improvement in provider communication skills, gender affirmation, and 
modified medical forms in order to improve healthcare experiences.  
Lastly, Lindroth (2016), a Swedish nurse researcher, used constructivist grounded theory 
to explore the narratives of transgender and non-binary individuals (n = 20) and their health 
experiences. The core themes found were estrangement, expectations, and eviction. 
Estrangement was felt due to the burden of having to educate their healthcare providers and past 
experiences of poor treatment. Transgender participants voiced feelings of expectations related to 
their gender expression from healthcare professionals. Additionally, there were heteronormative 
expectations and assumptions among healthcare professionals toward their transgender patients. 
Lastly, Lindroth found that transgender participants experienced the feeling of “being on [their] 
own” after gender confirmation care, particularly in regard to their sexual identity and 
reproductive health (2016, p. 3518).  
Overall, the synthesized literature provides similar results, whether it be from a mental 
health, physical health, or nursing perspective, the transgender individual has difficulty accessing 
adequate and informed care while experiencing discrimination and bias in the healthcare settings 
visited. Additionally, heteronormative expectations from healthcare professionals increased 
experiences of stigma and led to poorer health outcomes for the transgender community.  
 




The theoretical framework chosen for the study is queer theory. Queer theory guides the 
research by exploring the dynamics of power, oppression, and non-normative constructs 
(Bettcher, 2009/2014; Butler, 1990; Jagose, 1996; Nagington, 2016). Queer theory emerged as a 
blend of feminist and post-modern theories, with major concepts that include the language of 
difference, deconstructing marginality, and decentering knowledge (Butler). Language and 
decentering (i.e., bracketing) are key concepts to phenomenology, which was the methodology 
used in this study. Therefore, framing a phenomenological study with queer theory is appropriate 
due to the overlapping values and concepts that guide the theoretical framework and research 
methodology. The following section will provide further evidence of the appropriateness of this 
theory when investigating transgender healthcare interactions. 
Challenges occur when conducting research using a queer lens that stem from the 
collective agreement in U. S. healthcare for the use of evidenced-based practice and research 
(Zeeman, Aranda, & Grant, 2014). Zeeman et al. argue the use of evidenced-based practice in 
queer research is limited due to the normative assumptions made by providing care based on a 
consensus of truth (Zeeman et al.). Additionally, this model neglects the role of narratives which 
provide embodied knowledge and experiences on an individual basis (Zeeman et al.). While the 
value of evidenced-based practice and research is not being undermined here, the use of it in 
transgender research neglects a large component to understanding the person’s experience, 
placing a post-positivist emphasis on the knowledge gathered, rather than allowing for a dialogue 
to occur. Evidenced-based practice is a productive and important way to identify knowledge and 
give care; however, it places limitations on the ability to obtain rich knowledge and 
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understanding related to issues that are socially and culturally constructed (i.e., gender roles; 
Zeeman et al.).  
One of the aims of queer theory is to identify differences and allow for resistance of those 
differences toward normative structures, particularly in regard to sexuality and gender (Zeeman 
et al., 2014). Additionally, queer theory allows for intersections of difference to be accounted 
for, such as in a person who has several minority statuses (i.e., a MTF person of color who is 
from a lower socioeconomic class). Furthermore, queer theory acknowledges the power of 
oppression between the dominant and non-dominant, and in this study, between the healthcare 
professional and the transgender patient, respectfully. Within healthcare, there is a power 
relationship between the healthcare professional and patient due to the structure of the healthcare 
system. When a patient identifies as a gender minority, the power dynamic becomes more 
prevalent as there is evidence of an increased risk of discrimination, bias, and prejudice in the 
transgender population (Grant et al., 2011; James et al., 2016). Queer theory allows for the 
oppressed to overcome the normative structure and resist the exclusion to create change (Zeeman 
et al.). This was key in the study, as I intended to identify how the interactions between the 
healthcare professional and transgender individual affect the healthcare experience, thereby 
gaining an understanding of how it impacts the individual. 
Moreover, Zeeman et al. (2014) emphasize the need to illuminate differences between 
dichotomous structures (i.e., man/woman, healthy/ill). Through the illumination of these 
differences, one is not considered an outcast but rather can celebrate one’s differences and 
“reject stereotypes” allowing for inclusion (Zeeman et al., 2014, p. 106). Historically, these 
dichotomous differences have served as a political platform for inclusion and exclusion lending 
to “an oppressive order” (Zeeman et al., 2014, p. 105). In turn, the institutions of heterosexism, 
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racism, and transphobia have emerged, and with queer theory, these structures can be 
dismantled, and differences can be acknowledged and appreciated.  
As queer theory developed as a field, the concept of performativity emerged to eliminate 
institutions of sexual and gender normativity (Butler, 1990; Zeeman et al., 2014). Butler 
describes gender performativity as the social and cultural constructs of gender that a person bases 
their behavior on, such as the assignment of certain colors based on one’s gender (i.e., pink for 
girls and blue for boys) or how one dresses and speaks to others. Butler argues the concept of 
gender performativity as institutional and informal assumptions of how each gender should 
behave, interact, and experience life.  
Butler’s (1990) queer theory may be controversial as it assumes one is not born one 
gender or another, but rather gender is established based on the social and cultural gender norms 
that are placed on a person at birth. Moreover, Butler’s concept of performativity is confused at 
times with one performing a gender; however, performativity has a higher stake, as it is a social 
act in which a person is taking a stance on which gender they are experiencing based on gender 
norms of one’s culture (Jagose, 1996; Wilchins, 2004). While traditionally gender is accepted as 
mainly two constitutions (man and woman), queer theory allows for the possibility of multiple 
genders outside the normative gender dichotomy (Wilchins). And it should be noted that Butler 
does not believe one can change from gender to gender on a daily basis, but gender is 
experienced based on the effect of established social and cultural gender norms (Jagose). 
Additionally, queer theory calls into the forefront the invisible identities in heterosexist 
societies, such as gay and lesbian individuals as well as gender minorities. However, queer 
theory can be pigeon-holed at times to be centered exclusively around sexuality and gender, yet 
it can be applied to any concept that is viewed non-normative or unconventional (Jagose, 1996). 
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For instance, Zeeman et al. (2014) utilize queer theory in mental illness research, as those with a 
mental illness diagnosis face adversity and prejudice, particularly in U. S. social and cultural 
contexts. While the study’s sample was taken from individuals who identify as a gender 
minority, it is important to understand that queer theory should not be sanctioned specifically for 
sexual and gender minorities. In actuality, the true essence of queer theory is the resistance to 
norms and pioneering change against oppression (i.e., overcoming boundaries). 
In conclusion, queer theory can provide a unique framework to gather knowledge on 
individual experiences related to healthcare and, in turn, provide an impetus for an open dialogue 
related to those experiences. Queer theory as a guide in a qualitative study focusing on healthcare 
interactions provided a platform for differentiation as well as revealed the power relationships 
between healthcare professional and transgender individual. Additionally, the reference of queer 
theory in this study was the first of its kind in regard to nursing research with a focus on 
transgender health experiences. 
The Use of Phenomenology in Transgender Research 
 While phenomenology as a research design will be discussed further in Chapter Three, 
this section will outline how phenomenology was appropriate for the study. As it has been 
outlined previously in this chapter, grounded theory and quantitative measures have been 
prominent methodologies utilized in previous transgender health research. While these studies 
have produced valuable and significant results, the use of phenomenology in this study was able 
to accurately produce a narrative based on the lived experiences of transgender individuals’ 
interactions with healthcare professionals.  
 In Rubin’s (1998) landmark article, he provides perspective on the use of phenomenology 
in transgender studies. While this is an older publication, the lived experience through the point-
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of-view of one’s body legitimatizes and recognizes subjective knowledge from a transgender 
perspective (Rubin). Through a discussion on Sartre’s and Merleau-Ponty’s phenomenological 
philosophies, Rubin argues that phenomenology can be used to validate the body as it “exists for 
oneself…by which the whole world unfolds” (1998, p. 268).  
 Rubin (1998) begins with Sartre and the levels of bodily ontology. The first level is body-
for-itself, in which the body is the “absolute point-of-view” and is not known objectively, but 
rather lived (Rubin, 1998, p. 268). This body consists of a person’s genetic makeup, race, class, 
and personality (Rubin). The second level is body-for-others, in which the body is seen as an 
object and manifests as one’s corporeal reality (Rubin). Lastly, the alienated body is the third 
level of bodily ontology, which is identified as a person’s body not for oneself but for the 
“Other,” and Sartre believes this results in an “apprehension” and “uneasiness” toward one’s 
body leading to a level of psychoses (Rubin, 1998, p. 269). In regard to the transgender 
population, this is the constant struggle to meet societal and cultural standards of gender roles 
and norms. 
Rubin (1998) uses Merleau-Ponty’s phenomenology to further explain the meaning of 
Sartre’s psychoses related to the alienated body. Merleau-Ponty focuses on the phantom limb 
phenomenon in which one perceives an absent limb and anosognosia in which one does not 
recognize a limb (Rubin). These conditions are viewed as pathologies just as transgenderism has 
been pathologized by medical and mental health cultures. Merleau-Ponty utilizes the concept of 
body image in order to communicate the two conditions. He defines body image as a “means of 
knowing the location and relation of one’s body,” ability to understand the internal and external 
impressions by the body, and one’s awareness in the world (Rubin, 1998, p. 270). Rubin extends 
this definition to identify that one’s body image is not only the physical representation of oneself, 
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but rather a holistic representation of one’s physical and mental body. Rubin emphasizes 
Merleau-Ponty’s point that one who is a “sufferer” of phantom limb or anosognosia is a “willful 
and determined” person who does not deliberately decide one is suffering from one of these 
conditions, rather they live embodied in their corporal body and body image (1998, p. 270). 
Relating back to Sartre’s concept of psychoses, for the transgender person this is the relentless 
struggle of conforming to one’s biological anatomy (i.e., male or female) and one’s gender 
identity (i.e., somewhere along the gender spectrum; Rubin). 
With the emphasis on the phantom limb and anosognosia concepts, a transgender person 
is not able to recognize “parts of their body as their own and imagine others that are not 
physically present” (Rubin, 1998, p. 271). Therefore, the use of phenomenology will emphasize 
this subjective reality a transgender person experiences and “return authority to [one’s] 
narrative” (Rubin, 1998, p. 271). Despite this writing being over twenty years old, the point 
Rubin makes about the delegitimized narrative of the transgender person continues to be true 
today, where a transgender individual is not seen as a holistic person, but rather the anatomy (or 
lack of anatomy) they possess physically. While Rubin implores more transgender scholars to 
initiate transgender-focused phenomenological studies, the study, while not guided by a 
transgender person, is still one of the first to explore healthcare interactions through a 
phenomenological lens. 
While this study is one of the first of its kind for the nursing discipline, counseling has 
previously used phenomenology as a method to explore transgender issues, specifically by one 
researcher, Singh. Much of Singh’s research focuses on resilience among transgender individuals 
(Singh, Hays, & Watson, 2011), transgender people of color (Singh & McKleroy, 2011), and 
transgender youth (Singh, 2013; Singh, Meng, & Hansen, 2014). The use of phenomenology in 
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these studies has produced results indicating transgender individuals have overcome trauma, 
oppression, and adversity while exhibiting resilience through affirmation of one’s gender identity 
and finding support (Singh et al., 2011; Singh & McKleroy, 2011; Singh, 2013; Singh, Meng, & 
Hansen, 2014). 
While Singh and her colleagues have utilized phenomenological methods to explore the 
phenomenon of resilience among transgender individuals, there continues to be a gap in the 
literature regarding a transgender person’s perceptions and experiences of their healthcare 
interactions. Therefore, this study utilized phenomenology to produce a narrative that identified 
how one’s body image and subjective knowledge affect how one perceives and experiences 
healthcare interactions. 
Summary 
 In conclusion, this chapter has outlined the history related to transgender issues, political 
category of the transgender population, as well as provided an overview of the standards of care 
for transgender specific healthcare. Additionally, an in-depth review of the current published 
literature on transgender-related healthcare research was explored, which outlined transgender 
individuals overall have poor access to care, a lack of educated providers, and widespread 
prejudice and discrimination within healthcare settings. The study was guided by queer theory 
and used the phenomenological method to give a voice to transgender individuals in relation to 
their perceptions and experiences in healthcare interactions.  
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Chapter 3: Methodology 
 This chapter will describe the methodology that was used to complete a qualitative 
research study that explored interactions between transgender individuals and healthcare 
professionals. The study is phenomenological in nature, and phenomenology as a method and as 
a philosophy will be discussed. Finally, a description of the research setting, sampling strategies, 
participant recruitment, instruments, and data collection and analysis procedures will be 
discussed.  
Methodology 
 This section will provide a description of phenomenology, both as a philosophy, with an 
emphasis on Merleau-Ponty’s branch of phenomenology, and as a research methodology. It is 
important to first understand phenomenology as a philosophy in order to apply it to research as a 
prescribed methodology. Additionally, procedures pertinent to phenomenology, bracketing and 
reflexivity, will be described as they were used to conduct the study. 
Phenomenology as a Philosophy 
 Phenomenology is a relatively modern philosophy initially constructed by Husserl in 
Germany during the early 1900s. Following in the footsteps of Husserl, Heidegger, Merleau-
Ponty, Sartre, and Gadamer all provided thoughts on phenomenological philosophy, and there 
are now at least eighteen schools of thought on this philosophy (Dowling, 2007; Norlyk & 
Harder, 2010). Despite the wide range of ideas encircling this dynamic and complicated 
philosophy, there are major tenets that remain consistent through most schools of 
phenomenological thought, which include intentionality, consciousness, and first-person point-
of-view (Smith, 2003/2013).  
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 Phenomenology is subjective and focuses on phenomenon of the everyday experience of 
an individual (McNamara, 2005). Appearances play a significant role in how things appear or 
how a person experiences them (Smith, 2003/2013). Experience is viewed through the lifeworlds 
of a person and does not negate the feelings, awareness, or physicality of a person. These 
lifeworlds can be divided between four dimensions: spatiality (space), corporeality (the body), 
temporality (time), and relationality (the world in relation to others; Munhall, 2012). 
Heidegger’s, Gadamer’s, and Merleau-Ponty’s phenomenological perspectives hold that a person 
cannot remove oneself from an experience and fully understand it without a holistic viewpoint; 
this view is a departure from Husserlian phenomenology, as explained below.  
Different phenomenological schools of thought hold distinct epistemological and 
ontological perspectives (Mackey, 2005). Husserl’s descriptive phenomenology aimed to reveal 
knowledge and his philosophical thought was concerned with epistemology, whereas 
Heidegger’s hermeneutic phenomenology aimed to reveal “Being” or to ontologically expose 
what is “Being” (Mackey, 2005, p. 180; Smith, 2003/2013).  In another vein, Merleau-Ponty’s 
phenomenology of perception aimed to understand the perceptions an individual had regarding 
experience (Thomas, 2005). Another key difference between phenomenological philosophies is 
the desire to describe or interpret concepts or phenomena (Mackey). While descriptive 
phenomenology aimed to describe and expand knowledge associated with individual 
consciousness and experience, later varieties of the philosophy, particularly hermeneutic 
phenomenology, emerged to interpret and understand human experience through certain 
phenomena. While both schools of thought (descriptive phenomenology and hermeneutic 
phenomenology) are used in nursing, more often, nurses appreciate hermeneutic phenomenology 
as it provides the ability to integrate the whole person and is useful when attempting to 
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understand concepts that are inseparable from a person and the four lifeworlds (Crist & Tanner, 
2003).    
  Another key concept within phenomenological philosophy is intentionality, and 
Sokolowski (2000) identifies intentionality as a part of everything and everyone. For 
phenomenologists, intentionality is “applie[d] to the theory of knowledge, not to the theory of 
human action” (Sokolwski, 2000, p. 8). Therefore, it is grounded in the cognitive, not the 
practical (Sokolowski). This intention is the “conscious relationship with an object” and that 
consciousness is “of” something (Sokolowski, 2000, p. 8-9). It is essentially the individual’s 
awareness and understanding of the truth as one experiences it. This notion negates the Cartesian 
approach to life and science, with duality of the mind and body, and emphasizes the inability to 
separate the mind and body within experience (Laverty, 2003; Sokolowski, 2000). There is also 
the integration of cultural and historical aspects of one’s life, as seen in hermeneutic 
phenomenology and Merleau-Ponty’s phenomenology of perception (Smith, 2003/2013). 
 Key elements within phenomenology include language, natural attitude, 
phenomenological reduction, and bracketing. Language is the essence in which phenomenology 
was established, as language is the key to experience and understanding and interpretation of that 
experience for individuals (Laverty, 2003; Munhall, 2012). Natural attitude is the inherent 
attitude within a person, typically constructed based upon a person’s upbringing and culture 
(Munhall). Complementary to natural attitude, phenomenological attitude is the reflective 
activity of looking at one’s natural attitude and contemplating beyond one’s worldview to further 
one’s knowledge, which allows the individual to live a “philosophical life” (Sokolowski, 2000, 
p. 48). 
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 To reach this pinnacle phenomenological attitude, one must be able to bracket or perform 
phenomenological reduction. However, the concept of bracketing is controversial between the 
Husserlian and Heideggerian schools of thought. While Husserl felt the need to bracket, or 
remove one’s preconceived thoughts and experiences to fully understand one’s reality, 
Heidegger and others did not fully embrace bracketing when attempting to understand and 
interpret one’s reality (Smith, 2003/2013). This difference lies in the belief surrounding the 
implications of culture and history. For Heidegger and Gadamer, it was impossible to bracket 
one’s background or exclude culture when attempting to understand the world philosophically 
(Laverty, 2003).  
These phenomenologists espoused the hermeneutic circle that is the interconnectedness 
between the parts and the whole of an experience and continues until meaning is reached, which 
includes the necessity of integrating one’s history and culture in order to interpret the meaning of 
an experience (Laverty, 2003).  Furthermore, the hermeneutic circle, per Heidegger and 
Gadamer, allows for understanding the whole phenomenon or experience based on the ability to 
understand the parts that reference the whole (Malpas, 2003/2016). One cannot separate oneself 
from their cultural or historical background to decipher meaning, but culture must be included in 
one’s interpretation and understanding of the phenomenon or experience (Malpas). However, 
according to Husserl, bracketing enables the researcher to remove presuppositions and analyze a 
phenomenon free of bias (Laverty). His intention was to describe the experience, not provide an 
interpretation or reflection on the individual having the experience, which is unlike hermeneutic 
phenomenology (Laverty, 2003; Sokolowski, 2000). 
 While there are different schools of thought in phenomenological philosophy, the key 
concepts are consistent across both the philosophy and methodology of phenomenology. As 
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phenomenology is grounded in philosophy, and not theory, it is imperative that the researcher 
keeps intentionality, lifeworlds, and language at the forefront of their mind when understanding 
the phenomenon of interest. In this study, the concept of healthcare interactions between a 
transgender patient and their healthcare professionals was explored to gain meaning from the 
experiences shared by the participants. 
Phenomenology as a Research Method 
 The method. When a researcher utilizes phenomenology as a research method, they are 
basing their study in philosophy, rather than theory which is commonly used in nursing research 
(Munhall, 2012). Therefore, when performing phenomenological research, the methods should 
be grounded in the principles associated with the philosophy.  
For the discipline of nursing and in nursing practice, phenomenology can provide a 
qualitative means to understand experiences and describe or interpret phenomenon. 
Phenomenology aims to find meaning within the everyday lived experience of individuals 
making its use in nursing appropriate. Nursing aims to improve the quality of life and enhance 
well-being of its patient populations, and phenomenology can be applied to improve the “depth 
and diversity of nursing knowledge” in order to achieve these goals (Mackey, 2005, p. 179).  
Therefore, when a nurse chooses phenomenology as the research method for their 
qualitative study, it is important to underpin the research with the philosophical foundation of 
phenomenology. Research questions should ask about the meaning of phenomenon that affects 
patient populations, which can be more concrete in nature (i.e., disease processes, symptoms) or 
abstract (i.e., resilience, anger; Thomas, 2005). Furthermore, a nurse researcher should determine 
which school of thought will direct the study: descriptive or hermeneutic. As mentioned, 
descriptive phenomenology attempts to describe and reveal knowledge about a phenomenon, 
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while hermeneutic phenomenology is interpretative and aims to understand “Being” (Mackey, 
2005, p. 180; Smith, 2003/2013).  
For the research study, hermeneutic phenomenological methodology was used to shed 
light on the chosen phenomenon: transgender healthcare interactions. The U.S. healthcare system 
for transgender people is at times biased, prejudiced, and discriminatory, leading to negative 
experiences with healthcare providers, an increase in health disparities, and poor health outcomes 
for this population (Grant et al., 2011; James et al., 2016). By gathering transgender individuals’ 
healthcare stories through dialogical engagement, I was able to provide a meaningful 
understanding of the issues transgender patients face in the U.S. healthcare system. Dialogical 
engagement is the process of gathering data, which was through semi-structured interviews in 
this study (Polit & Beck, 2012). After dialogical engagement was completed, I entered the 
extraction-synthesis phase of hermeneutic phenomenological research. In this phase, narratives 
of participant stories were created, and essences of descriptions were extracted followed by 
identifying core concepts among the participants (Polit & Beck). Lastly, heuristic interpretation 
was completed in order to identify the essence of the transgender healthcare interactions.  
Following this phenomenological methodology, these shared stories may be used to create future 
healthcare interventions and education to minimize or prevent these negative issues. Thus, use of 
phenomenology was appropriate for the study as it sought to examine every day lived 
experiences (healthcare interactions) through the first-person perspective of transgender 
individuals. Moreover, the primary purpose of the study was to create a narrative to increase 
visibility and awareness of transgender-identified issues in accessing and receiving healthcare, 
which was completed in the extraction-synthesis phase.  
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Bracketing. Bracketing is a phenomenological concept in which one separates 
themselves from their preconceived notions about an experience or phenomenon. Some scholars 
hold that bracketing differentiates the philosophy from the research method (Dowling, 2007). In 
phenomenological research, bracketing opens the researcher up so that they can consider the 
participant’s point-of-view (Dowling). As mentioned previously, first person point-of-view is a 
central tenet to the philosophy of phenomenology (Smith, 2003/2013). Therefore, to adequately 
use phenomenology as a research method, the researcher must place themselves in the 
experience of the participants. This allows a full grasp of the phenomenon in question without 
presuppositions, biases, or prejudices from the researcher.  
Munhall (2012) used the term “decentering” to indicate bracketing within research. Her 
definition of decentering is the act of “unknowing” to create a sense of openness to the 
descriptions being provided by the participants (Munhall, 2012, p. 139). Another term used to 
essentially mean bracketing is bridling. However, the use of bridling incorporates a sense of 
respect and humbleness (Dahlberg & Dahlberg, 2004). This stance on bracketing distances the 
researcher from the “exactness and finitude” that is associated with descriptive 
phenomenological bracketing (Dahlberg & Dahlberg, 2004, p. 272). 
Therefore, to remain honest to these definitions central to bracketing, I attempted to 
bridle my preconceived notions and knowledge regarding the phenomenon of transgender 
healthcare interactions. I prefer the term “bridling” as I think respect and remaining humble are 
valued concepts within nursing. However, it must be noted that my phenomenological school of 
thought centers on Merleau-Ponty’s phenomenology of perception. I chose this school of thought 
due to Merleau-Ponty’s belief in removing one’s historical and cultural context as nearly 
impossible when examining everyday lived experiences. For a transgender individual, the 
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removal of one’s history, body, and culture to understand the phenomenon or experience is not 
feasible due to the socially constructed gender binary system in the US. Furthermore, a 
transgender person is unable to hide within oneself, as transitioning from one gender to another 
is usually visible to others. Therefore, the societal aspect will play a large role in understanding 
how interactions are for transgender people within the U. S. healthcare system. Additionally, 
Merleau-Ponty’s branch of phenomenology aims to “give a direct description, not a causal 
explanation, of experience” which was one of the goals of the study: to provide the ability to 
share the transgender experience regarding interactions in healthcare (Thomas, 2005, p. 65). 
Reflexivity. Reflexivity is the “continuous self-critique and self-appraisal” so as not to 
“influence the stages of the research process” (Dowling, 2007, p. 136). This technique allows the 
researcher to understand their relationship with themselves, their participants, and the data 
(Munhall, 2012). This also leads to rigor and credibility of a qualitative study (Munhall). For this 
study, reflexivity was incorporated into the analysis through utilizing notetaking and journaling. 
While phenomenology began as a philosophy, the later integration into qualitative 
research has provided a methodology that offers description and understanding of phenomena, 
particularly in the nursing profession. With the intention of describing transgender participants’ 
narratives on interactions in the healthcare setting, phenomenology, along with the concepts of 
bracketing and reflexivity, were utilized to conduct the study and garnered an understanding of 
the phenomenon of transgender healthcare interactions. 
Procedures for Data Collection 
 This section will describe the demographic and interview instruments, research setting, 
population and sample, and other data collection methods for the study.  
 




 Demographic information that was completed by each participant included areas that 
helped me describe the narratives that were shared on behalf of the participants (see Appendix 
A). The information collected included age, sex assigned at birth, gender identification (in the 
participant’s own words), race and ethnicity, highest level of education, and socioeconomic 
status. It was important to allow participants to describe in their own words the gender to which 
they identify, along with chosen pronouns (i.e., he, she, or they), due to the historically 
heteronormative research methods that previously contained check boxes (i.e., male or female) 
for this population (Merryfeather & Bruce, 2014). This provided a sense of empowerment for the 
participants and established openness and a non-judgmental relationship upfront prior to the start 
of the interview. 
 Education and socioeconomic status were also important demographics to collect. When 
asking the participants to describe their socioeconomic status, a few descriptors were provided 
such as experiencing homelessness, working class, middle class, and upper class (Singh et al., 
2014). Participants were also asked about employment, have health insurance, and their annual 
income range, as this provided more insight into the participants’ socioeconomic status. The 
participants had the ability to refuse to answer.  
 A participant’s background, such as race, socioeconomic status, and education, can 
greatly affect how healthcare is delivered to that person (Terrell, 2011). With these additional 
“burdens” of a minority race and/or socioeconomic status in conjunction with a non-binary 
gender identity, there can be an increase in difficulty obtaining unbiased, quality care (Terrell, 
2011, p. 1). Those of a minority race or lower socioeconomic status have been historically 
treated more poorly by society as well as in healthcare as compared to those of non-minority 
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status (Terry, 2015); therefore, this may indicate a different perception to how healthcare 
professionals interact with those transgender patients with more than one minority identity (i.e., 
transgender woman of color within the working class).  
 Data was collected through interviews with each participant. The interview style was 
semi-structured, as I wanted to ensure the phenomenon of interest (i.e., healthcare interactions) 
was at the forefront of the conversation. While interviewing the participants, I maintained an 
attitude of openness as well as allowed for flexibility during the interview: such flexibility is a 
hallmark of semi-structured interviews (Laverty, 2003). 
 In order to obtain descriptions on the phenomenon of interest, questions were asked 
regarding experiences with positive and negative interactions in healthcare settings (see 
Appendix B). Additionally, I had follow-up questions that asked how the participant perceived 
the experience and how the experience left the participant feeling. Furthermore, the use of semi-
structured interviews allowed the participant to lead the conversation and identified topics related 
to the phenomenon I had not initially discovered.  
Setting 
  The study’s setting was in a virtual environment due to the COVID-19 pandemic that 
took place in 2020. The original setting was to be face-to-face interviews conducted in a 
comfortable and quiet location convenient for the participants. However, changes were made to 
safely social distance and minimize exposure during a worldwide health crisis. Interviews were 
conducted over video conferencing in order to visualize the participant and their facial 
expressions and emotions while telling the story. 
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Population and Sample 
The study’s population was taken from the transgender community, which consist of 
several different non-binary identities: MTF transgender, FTM transgender, genderqueer, gender 
non-binary, and others. The study’s sample consisted of those over the age of eighteen and who 
spoke fluent English. With the study’s phenomenon of interest being transgender healthcare 
interactions, it was important to interview individuals who had experiences within a healthcare 
setting; therefore, the participants had to have a healthcare encounter at the primary care level 
within the last year.  
Attempts to diversify the sample included recruiting at two non-profit transgender health 
organizations, a university health clinic, and virtually through a public social media post on my 
personal account. Sampling techniques included purposive and snowballing methods in an 
attempt to obtain an adequate sample size along with a diverse group of participants. The use of 
purposive and snowball sampling methods to recruit participants was an integral technique as the 
transgender community relies heavily on word of mouth for many aspects of life (i.e., 
transgender-friendly providers, places to avoid, and support groups). Due to the COVID-19 
pandemic, recruitment occurred throughout the US as location was no longer restricted to a 
southeastern U.S. state to conduct a face-to-face interview.  
The desired sample size was eight to ten participants as this is an emerging research topic 
in nursing (Merryfeather & Bruce, 2014; Munhall, 2012). Additionally, the phenomenological 
approach to the current study allowed for a smaller sample size as all participants experienced 
the phenomena of interest: transgender healthcare interaction, as well as articulated the 
phenomena with abundantly rich detail (Polit & Beck, 2012). Therefore, data collection ended at 
nine participants.  
TRANSGENDER HEALTHCARE INTERACTIONS 
 
77 
Data Collection Methods 
Singh, Hays, and Watson (2011) and Singh, Meng, and Hansen (2014) used incentives as 
a recruitment strategy in their phenomenological studies on resilience among transgender adults 
and adolescents. Similarly, the use of incentives (i.e., $20 gift cards) was used in this study. 
When the interview was completed, the audio recording was stopped, and the participant 
verbalized their mailing address. I wrote the address on an envelope containing the $20 gift card 
and immediately placed it in the mailbox. I have no record of the participants’ addresses once 
they were mailed.   
Each participant interview was audio recorded via a recording device and sent to a hired 
transcriptionist for transcribing. The nine participant interviews ranged from twenty-five to sixty 
minutes in length. I requested for the transcriptionist to return the transcribed interviews to me in 
a timely fashion in order to review the audio and transcription for accuracy. The transcribed 
interviews are housed on my personal computer in a password protected file that only I have 
access. I will maintain these interviews and the demographic information collected for a 
minimum of three years. 
A special procedure discussed in much of the literature and is helpful when conducting a 
phenomenological study (Laverty, 2003; Mackey, 2005; Priest, 2002; Singh et al., 2011; Singh et 
al., 2014) includes maintaining a journal throughout the research process. Journaling before, 
during, and after data collection helped me to remain unbiased and reflexive. Within the 
methodology of phenomenological research, it is important to bracket one’s biases and 
presuppositions (Munhall, 2012; Priest, 2002), and to do this can be difficult for the novice 
qualitative researcher. As mentioned previously, I chose to bridle my preconceived notions in 
order to remain open and actively listen to the participants’ stories. Therefore, by journaling, I 
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placed my prejudices, preconceived notions, and assumptions on paper as a way to remove them 
mentally. This helped me to remain open while interviewing participants and analyzing the data. 
Additionally, reflection is a vital component of phenomenological research as I must self-
evaluate my abilities and weaknesses, and this self-evaluation continued throughout the research 
process. 
 Moreover, journaling directly after the interviews provided an outlet for me to place my 
thoughts and feelings on paper and assess the quality of my interview techniques, which in turn, 
helped to improve my techniques for the following interview as well as the need for any follow-
up interviews with the participants. Journaling also allowed me to debrief each interview 
internally.  
 Debriefing was also done with both the participants and my dissertation chair. Debriefing 
is a technique utilized to evaluate the effectiveness of the interview and strengths and 
weaknesses identified during the process. This technique was completed as a follow-up with 
each participant to evaluate how the interview went for them, and whether there were concerns 
or areas of improvement for me to work on for the future. Additionally, I debriefed with my 
dissertation chair, as she has areas of expertise that allowed her to provide feedback on my 
research and findings.  
Protection of Human Subjects 
  For the protection of the human participants and to remain free of unethical research 
practices, I obtained institutional review board (IRB) approval from the university (see Appendix 
C and D). Each participant provided written informed consent prior to completing the interview 
(see Appendix E). The informed consent was emailed to each participant, and then returned via 
email to me once reviewed and signed. Prior to the start of each interview, I read through the 
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informed consent with the participant and asked if they had any questions regarding the study. 
Once the informed consent process was completed, the interview began.  
It was stated plainly in the consent that there was little to no risk with participation in the 
study. However, there could be emotional risks as the participants could have shared sensitive 
experiences related to their healthcare interactions that could cause emotions to emerge (i.e., 
anger, sadness, or anxiety). If such emotions were to arise during the interview, I suggested to 
the participant to take a break from the topic and discuss their feelings related to the experience 
in order to overcome these emotions and resume the interview. Confidentiality was maintained 
as aliases were given to the participants. Additionally, the data that was collected during the 
interview and the transcribed copies of the interview are stored in a password protected file on 
my personal computer and will be saved for a minimum of three years. 
Data Analysis Procedures 
In this section, data analysis procedures will be discussed regarding the demographic 
information collected and narratives collected during participant interviews.  
Analysis of Demographic Information 
In order to describe the demographic characteristics of the study’s sample, statistical 
analysis was conducted. While the main analysis of this study was foundational in qualitative 
data, including thematic analysis, quantitative data analysis was needed when assessing the 
demographics of the study’s sample.  
To analyze the demographic information provided by the participants, the data was 
entered into Microsoft Excel. The demographic data were analyzed using descriptive analysis. 
For instance, frequencies and percentages for each demographic characteristic was analyzed 
along with a mean score for age. When analyzing descriptors for gender identification, common 
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terms were combined, and frequencies were provided. Additionally, ranges were calculated for 
age and level of education (i.e., elementary school to doctoral degree). 
Analysis of Interview Data 
Hermeneutic phenomenology with an emphasis in Merleau-Ponty’s phenomenological 
perspective was used to guide this study, including the data collection and analysis processes. 
Phenomenology, as a philosophy, focuses on the everyday lived experience of an individual 
(McNamara, 2005). Merleau-Ponty’s phenomenology values an understanding of one’s 
perceptions regarding an experience through the context of one’s lifeworlds (space, body, time, 
and the world in relation to others; Munhall, 2012). One of the primary aims of this study was to 
understand how transgender individuals perceive their interactions with healthcare professionals. 
Therefore, using Merleau-Ponty’s phenomenology, descriptions were created from the data 
collected which led to revelations of significant knowledge and the creation of a narrative 
through a transgender lens. 
 From start to finish of the data analysis process, three habits were developed to maintain 
a true phenomenological method: (a) bridling, (b) reflexivity, and (c) intentionality. The term 
bridling, as pinned by Dahlberg and Dahlberg (2004), is used instead of bracketing, as bridling 
incorporates the concept of bracketing one’s preconceived notions and biases while remaining 
respectful and humble toward the participants and their experiences. This type of bracketing was 
chosen as the profession of nursing values respect and empathy towards its patients, which as a 
novice researcher is one of my goals. It also allowed me to remain open and to be an active 
listener when collecting data. 
In order to bridle appropriately, avid notetaking was utilized before and after each 
interview. This endeavor allowed bracketing of any bias or assumptions that may have developed 
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based on the demographic information collected and allowed me to move forward with the 
interview with a sense of openness and readiness to listen. After each interview, journaling of 
assumptions made about the participant during the interview or any misgivings that were felt in 
my interview skills were recorded in order to review the interview openly and humbly during 
data analysis.  
The second habit developed was reflexivity. Similar to bridling, reflexivity was 
incorporated into the analysis through utilizing notetaking and journaling. By journaling, growth 
as a researcher and understanding of strengths and weaknesses as an interviewer were identified, 
which improved the quality of the next interview.  
Reflexivity is also used to help strengthen the rigor and trustworthiness of qualitative 
research. The study’s participants were emailed their interview transcript and a brief narrative 
summarizing the interview. In the email, I requested that the participant verify whether the 
transcript was accurate and to determine if the narrative encapsulated their experience. While 
only two participants responded to this request, this step is important to improve the rigor and 
trustworthiness of the study. Additionally, the dissertation chair was consulted throughout the 
data analysis process to understand and improve approaches to ensure accurate descriptions of 
the participants’ experiences. This feedback allowed for an increase in confidence as a novice 
researcher while simultaneously improving the rigor of the study. 
The last habit was to remain intentional throughout the research process. Intentionality is 
grounded in the cognitive, not the practical. This means that the researcher values the stories 
shared as true experiences and does not separate the individual from the cultural, societal, or 
historical aspects of their lives (Sokolowski, 2000). This step is crucial in Merleau-Ponty’s 
phenomenology as he emphasized an individual cannot be removed from their historical context. 
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Therefore, the participants’ experiences were understood as truth and were described based on 
their societal context. As mentioned earlier, most transgender individuals are unable to remove 
their experiences in this way as gender is a social construct and is engrained in the U. S. 
healthcare system. By utilizing intentionality, narratives and thematic coding were done in terms 
of the experience descriptions provided by participants.  
Once data collection were completed through dialogical engagement, each transcript of 
the nine interview transcripts were reviewed for accuracy by listening to the audio recording and 
comparing it to the transcript. Upon review of the transcriptions, minor errors due to participant 
inflection or poor audio quality were corrected, but there were no errors related to the content of 
the experience. Once the transcripts were verified as accurate, extraction-synthesis began to 
include narratives that summarize each interview, noting themes and significant experiences 
related to interactions with healthcare professionals. As noted above, these narratives, along with 
the interview transcripts, were sent to the participants for accuracy verification. As a novice 
researcher, it was important to start the data analysis process this way in order to ensure 
intentionality and to uphold the true experiences of the individuals interviewed.  
After the narratives were written, the dissertation chair was consulted regarding the 
preliminary findings, which included a lack of knowledge among providers, experiences of 
misgendering, and the importance of seeking knowledge from other transgender people. The 
dissertation chair agreed with the preliminary findings based on her review of the transcripts and 
narratives. She then instructed me to begin the coding process.  
The coding process contained six levels of reduction (see Appendix F). The first level of 
reduction consisted of reviewing each transcript fully and noting important words or phrases in 
each. This resulted in 320 words or phrases. The second (82 words or phrases), third (70 words 
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or phrases), fourth (14 words or phrases), and fifth (7 words or phrases) levels of reduction 
consisted of reviewing the previous level for common themes, before moving to the final level. 
The sixth level of reduction resulted in three themes.  
Rigor and Trustworthiness 
An important step in any research study is to identify reliability and validity of the 
study’s findings. In qualitative research studies, the aim is to establish rigor and ensure 
trustworthiness (Lincoln & Guba, 1985; Priest, 2002). Rigor establishes the believability and 
trustworthiness of a study (Priest). Techniques to establish rigor included accurate transcription 
of the interviews, participant feedback, and “prolonged engagement with the data” (Priest, 2002, 
p. 60). Lincoln and Guba identify the need to establish credibility, dependability, confirmability, 
and transferability to ensure trustworthiness. Techniques to ensure trustworthiness in this study 
included the verification of accurate transcripts and confirmation of my findings with my 
dissertation chair, who is an expert in qualitative research methods. Additionally, in chapter 5, it 
will be discussed how the findings of this study meet Lincoln and Guba’s dependability criterion, 
as previous research resulted in similar findings to the current study. Moreover, as I 
acknowledged and reflected on my biases and assumptions, the utilization of bridling and 
continued reflection throughout the data collection and analysis procedures enhanced the rigor 
and trustworthiness of the study (Laverty, 2003). 
Summary 
 In summary, the research study used phenomenological methodology to explore 
transgender individuals’ experiences with healthcare interactions in the primary care setting. The 
data that were collected included demographic information for each participant and nine semi-
structured interviews. Some statistical analysis was completed for the demographic information, 
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while thematic analysis was used to identify key themes among the participants’ narratives. The 
study’s data analysis identified areas of weakness and strength within a transgender individual’s 
interactions with healthcare providers, in turn allowing for an increase awareness of transgender-
specific needs in healthcare. 
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Chapter 4: Findings 
In this chapter, the key findings and description of the study’s participants will be 
explained in detail. The themes identified during data analysis will be explored using a 
phenomenological lens. The two research questions posed in chapter one: (a) “How do 
transgender individuals perceive their interactions with healthcare professionals in primary care 
and mental healthcare settings?” and (b) “What are the common issues that influence transgender 
individuals’ perceived barriers to healthcare and how does it affect their ability to access care?,” 
will be explored based on the key findings of the study.  
Description of Participants 
 Prior to interviewing each participant, a demographic questionnaire was submitted via 
email and evaluated in order to understand the background of the individual. For the study, nine 
individuals who did not identify with their birth sex were recruited from across the United States 
(US). Primarily, participants were located in three areas: southeastern US, northeastern US, and 
northwestern US. The participants ranged from 18 to 46 years old with the median age of 29 
years old. Seven of the participants were female at birth and two were male at birth. At the time 
of the interviews, five participants identified as male and two identified as female; one identified 
as gender fluid, and one as transmasculine agender. Eight of the recruited participants identified 
as white/non-Hispanic, and one self-identified as white/Middle Eastern.  
 In terms of socioeconomic status, eight of the participants were employed either full or 
part-time, and one was unemployed at the time of the interview. All had private insurance either 
through employment or their parents. Eight participants indicated they had a stable home to live 
in, either alone or with family or friends, and one did not provide a response. However, there was 
no indication of homelessness during this participant’s interview. The question of income level 
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on the demographic questionnaire was posed in ranges, and the median income of participants 
was $40,000 - $49,000 with a range of $0 to $100,000 or more.  All participants had some level 
of education from a high school degree to a graduate level degree. Table 1 on the following page 
provides a summary of participants’ demographic information. Table 2 contains findings on key 
demographic information of each specific demographic criteria asked on the questionnaire. 




Individual Participant Demographic Information  
Participant # Age Sex at Birth Gender Identification (in 
participant’s own words) 
Race/Ethnicity Education Health 
Insurance 
1 34 Female Male White/non-Hispanic  Associate degree Yes 
2 46 Male Gender fluid/non-binary White/non-Hispanic  Graduate degree Yes 
3 18 Male Female White/non-Hispanic  High school degree Yes 
4 23 Female Male White/non-Hispanic  Some college, no degree Yes 
5 21 Female Transmasculine agender White/non-Hispanic  Some college, no degree Yes 
6 30 Female Male White/Middle Eastern Graduate degree Yes 
7 29 Female Male White/non-Hispanic  Graduate degree Yes 
8 21 Female Male White/non-Hispanic  Some college, no degree Yes 
9 30 Female FTM White/non-Hispanic  Bachelor’s degree Yes 
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Table 2 
Participant Demographics 
Participants (N = 9)  
Age Range = 18 – 46 
Median = 29 
Mean = 28 
Sex at Birth Female (n = 7) 
Male (n = 2) 
Gender Identification Female (n = 1)  
Male (n = 6) 
Other (n = 2) 
Pronouns He/him (n = 5) 
She/her (n = 1) 
They/them (n = 1) 
He/him or They/them (n = 2) 
Race/Ethnicity White/non-Hispanic (n = 8)  
White/Middle Eastern (n = 1) 
Education High School Degree (n = 1)  
Associate Degree (n = 1) 
Some College/No degree (n = 3) 
Bachelor’s Degree (n = 1) 
Graduate Degree (n = 3) 
Employment Not Employed (n = 1) 
Part-time (n = 4) 
Full-time (n = 4) 
Socioeconomic Status Median = $40,000 – $49,999 
Range = $0 - &100,000 or more 
 
$0 – $9,999 (n = 2) 
$10,000 – $19,999 (n = 1) 
$40,000 – $49,999 (n = 2) 
$50,000 – $59,999 (n = 1) 
$70,000 – $79,999 (n = 1) 
$100,000 or more (n = 2) 
Health Insurance Yes (N = 9) 
Private (n = 8) 
No response (n = 1) 
Living Situation Rent (n = 2) 
Own (n = 2) 
Couch Surfing/Living with 
Family or Friends (n = 3) 








 The interviews were conducted over the span of a month, which allowed complete 
immersion into the participants’ experiences. The participants were in a variety of stages of 
medical transition, from the beginnings of hormone replacement therapy (HRT) to a complete 
medical and surgical transition with maintenance HRT prescribed. All nine interviews resulted in 
engaging dialogue and provided detailed descriptions of experiences in healthcare, including 
specific encounters that left either a negative or positive impact on the participant. The 
interviews and participants were eye-opening and inspiring as they were all living authentically 
and sharing openly about delicate and sensitive information. Three themes were revealed based 
on the nine participant experiences: (a) challenges with accessing healthcare, (b) inconsistent 
healthcare information, and (c) healthcare provider interactions. In the next sections, an 
interpretation of each theme is provided along with extracted quotations from the transcripts that 
support the themes and the interpretations. 
Theme One: Challenges with Accessing Healthcare 
 The theme most resounding among the nine participants was challenges with accessing 
healthcare. While I did not directly ask participants the issues they faced when receiving care, in 
all nine interviews, the conversation shifted to the challenges they met when seeking healthcare. 
The main issues that were discussed included having to conduct their own research to find 
friendly providers, the use of or desire for a transgender specific clinic, and being denied care by 
either a healthcare staff member or provider. 
 Many participants identified the need to conduct their own research or receive 
recommendations from other transgender individuals when finding friendly providers. Social 
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media was a prominent platform for the participants to use when identifying how they wanted 
their gender transition to look as well as where to find qualified providers.  
Participants 1, 3, and 8 noted the use of social media as a primary means of finding a 
transgender-friendly provider. Participant 1 mentioned “I found [my top surgeon] through a 
hashtag.” Participant 3 gave a thoughtful response regarding the reason transgender people need 
to perform their own online research. 
 I think it ends up with a lot of us doing a lot of research online, because not only is it 
inconsistent with what medical professionals are well versed in but some of them are 
so against us. I think that a lot of trans people [are] forced to do the research online. 
You don’t really know what you’re walking into when you tell them. 
Additionally, Participant 8 identified online research, social media, and hashtag use as not only a 
way to find transgender-friendly providers but also as a means to connect to other transgender 
individuals. 
 I scoured the internet finding websites that were trustworthy. I trust reviews a lot. 
So, I would go on social media sites, and I would search the hashtag FTM [female-
to-male] surgery. And just scroll through and message and reach out to people. I 
was the first Trans kid to come out in my high school ever, so I didn't have a lot of 
role models to look up to in my area, as in not at all. I had to go to the internet and 
find people, older trans guys who had gone through some stuff, who were willing to 
[connect].  
The use of YouTube seemed to be popular among the younger participants interviewed. 
Participant 8 discussed how YouTube was a valuable resource with not only information but 
visuals on the progression of other transgender people’s medical transitions.  
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YouTube was a really good resource for me, which sounds a little strange to say 
that I used YouTube as a as a medical resource. But people would do vlogs [video 
logs] and documentation of the entire top surgery process, which was beyond 
helpful because I got to see it, what it looked like because they don't show pictures 
like that online. The only way you can really see it is by going to people's personal 
pages. And even a lot of the places that I was looking into, it was very vague 
online…It's just because everything was so vague and so hard to reach. I just had to 
find everything that I could, and somehow shove it into a place in my brain where I 
could come back later and see if any of it would work. A lot of my research was 
social media, searching through hashtags, and some generic googling of FTM or 
hormone replacement therapy, endocrinologist near me, that sort of stuff.  
 Another information resource that was popular among the participants was the use of 
friends or former healthcare providers who they trusted for referrals. Participant 1 said he “relied 
on the fact that I knew other transgenders in the area, [and asking] ‘what doctor do you go to?’” 
Participant 4 began going to the same clinic as his transgender friend and noted there were no 
other clinics open that provided this type of care. Participant 6 stated, “I asked my old doctor if 
she knew anybody in my new town that saw transgender people.”  
 Lastly, information resources through the forms of online forums, support groups, and a 
college bulletin board directed three participants to their current healthcare providers. Participant 
2 mentioned that support groups and online groups play major roles in the ability to share freely 
one’s experiences which leads to information on places to go or to avoid. Participant 5 expressed 
the need for online forums due to the lack of scientific evidence as well as inadequate visibility 
when researching providers who prescribe HRT. 
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There are forums online, but there's not a ton of scientific articles on what [HRT] 
does to your body, and you can't get the level of depth you can get from someone 
that's right in front of you. When I was trying to look up clinics to see which ones 
would prescribe it, I really couldn't find anything. They don't tend to list that as one 
of their glowing features. If they do have it and they are supportive, they don't tend 
to highlight it. I would say a lot of it for HRT, at least, is through word of mouth. 
Participant 9 mentioned the use of a public bulletin board as his source for finding a healthcare 
provider.  
I was going to [university] at the time for my bachelor's degree. And I saw on a 
[bulletin] board one day for LGBT [healthcare], and you can go in there if you 
have a cold or you think you have a flu or anything. I just saw it on the board and 
knew that I was about to get dropped off my parent's insurance.  
 Several participants mentioned the use of or desire for a clinic that specialized in 
transgender healthcare along with the issue of having to travel long distances to receive care 
from qualified practitioners. Eight of the nine participants discussed either currently seeking 
healthcare from a transgender specific clinic or the desire for access to one. Participant 1 desired 
a healthcare clinic dedicated to his needs, but he did not meet the economic threshold to receive 
care. 
There's not a whole lot options when it comes to transgender care especially in 
this area. There is a clinic, but you have to meet economic standards, which I 
don't qualify for, I make too much. I have to find a doctor through my insurance, 
and it's very limited. There's not a whole lot of information because if you go 
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online, it basically just tells you to go to a clinic. And not everybody qualifies to 
go to the clinic.  
Participants 2, 4, 5, 7, and 9 all receive care through an LGBTQ or transgender specific 
clinic. Participant 4 observed that a transgender specific clinic is important for many transgender 
people by stating “knowing that you're in an environment where you don't feel like you're going 
to be judged or seen as something that you're not trying to present.” And Participant 8 discussed 
the issue with inadequate healthcare knowledge necessitating transgender people to seek out 
specialized providers. 
Beyond just googling endocrinologist in my insurance network, and praying that 
they do that type of thing, it's very difficult to find places where you can get 
recommended for [HRT], and it's been a hassle. People having to drive long 
distances to get treatment is sort of the same thing that I experienced, just over 
the phone the idea that the field that could cater to this [referring to 
endocrinology] and could provide me stuff, just doesn't do it. It’s a lot of times we 
don't have any choice but to find a specialty clinic. Because we're seen as a 
specialty thing, and not just someone who needs hormone levels boosted. It's all 
just a lot. 
 It is noted that the “hassle” of seeking care outside of LGBTQ friendly clinics create 
feelings of insecurity, judgment, and inadequate healthcare information on the part of the 
provider. However, Participant 9 receives care at a low-income transgender clinic which is 
staffed with medical residents and medical students, and he discussed the issue he faces at his 
visits. He also notes how the repeated questions from healthcare students leaves him feeling 
annoyed and frustrated. 
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We have the [health clinic] which is a free place to get hormones. It's kind of 
annoying, to almost be a guinea pig and have to do everything two to three, 
sometimes four times, depending on how many [medical] students are there. That 
gets frustrating. But it's one of those double-edged swords where you can't really 
pass up free healthcare. 
 Overall, participants expressed that seeking healthcare from a clinic aimed at the care of 
transgender health needs is ideal. This environment is usually open, friendly, and providers are 
educated on the most current practice guidelines.  
 Additionally, eight of the nine study participants had to travel long distances when 
seeking care from qualified providers as an obstacle. While at the time of the interviews, not all 
eight were driving long distances, at some point in their medical transition they had driven longer 
distances to receive care. None of the participants had issues with transportation, as they all had 
vehicles, but some, including Participant 8, no longer had access to his endocrinologist due to his 
location in college.  
They're also just standard offices in [city] that are really good working with trans 
patients. The issue is I'm an hour away, so it's difficult to get down there 
sometimes…The issue is sometimes they ask for bloodwork every month. And an 
hour drive to [city] every month isn't terrible. But when you're a full-time student 
and theater artist like me, it can get difficult to find the time. 
 The longest distance a participant drove was to another state for surgery. This resulted in 
an over twelve-hour drive plus a two-week hotel stay to recover. Participant 6 stated, “I had top 
surgery in [city] from someone who had done it before. I stayed there for a couple weeks or so 
just for recovery, and then I moved back.” This participant also considered a four-hour drive to 
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and from a healthcare provider when he moved out of town. Fortunately, this provider found him 
a qualified physician in his new location.  
 Participants 1, 2, 3, 4, 5, 7, and 8 all noted driving between thirty to ninety minutes to get 
to their desired provider’s office or clinic. There were mixed feelings on whether this was ideal 
or not. Participant 2 stated, “I do live in the [city] area, but they’re [her provider] so awesome 
that I’m willing to drive the half hour to get closer to downtown.” Similarly, Participant 4 has 
come to terms with this commute due to the limitations on available and qualified practitioners.  
It's not that easy to get to because it is in [city]. I have to drive about an hour and a 
half to get down to their office with traffic on a good day. It's not the easiest to get to 
but considering that there aren't too many offices around [city] that you can go to for 
that kind of treatment, it’s the best option. 
 Two participants noted being denied care or had friends who were denied care from 
either a healthcare staff person or from providers which created an obstacle in receiving qualified 
care. Participant 8 discussed his experience being denied access to a provider because his HRT 
was not prescribed or monitored by an endocrinologist. Historically, endocrinologists are 
physicians who specialize in human glands and hormones, which includes testosterone and 
estrogen, yet Participant 8 was denied care by the receptionist when he contacted an 
endocrinologist office. The participant interpreted this to mean the physician refused to care for 
his hormone needs because of his gender identity. 
I called [healthcare system], who my mom sees a lot because she has heart issues, 
and I've been there a couple times and I trusted them fairly well. And the 
receptionist was very confused and made things a little bit difficult. And the 
conversation ended with the receptionist saying that the doctor didn't do those 
TRANSGENDER HEALTHCARE INTERACTIONS 
 
96 
kinds of things. So, it's always a struggle to hear that your medical issues aren't in 
the realm of the doctor whose realm it should be in. Because beyond just googling 
[an] endocrinologist in my insurance network, and praying that they do that type 
of thing, it's very difficult to find places where you can get recommended T 
[testosterone], and it's been a hassle. 
Similarly, Participant 5 shared his thoughts on the discriminatory nature in healthcare toward 
transgender patients when being denied care. 
What seems to be a major issue is that doctors are not aware that trans people 
are coming in for medical need. I have heard tales from my friends and from my 
boss about doctors who didn't refuse to prescribe because they can't do that. But 
made it very clear that they did not want to do it, they didn't believe in it, and that 
[the transgender person] should really reconsider. Because it's a big commitment, 
all this stuff.  
Theme Two: Inconsistent Healthcare Information  
 Inconsistent healthcare information was a theme that came up in six interviews. Several 
participants discussed issues that arose when interacting with who they perceived as inadequately 
educated healthcare providers and their clinic or office staff. Participant 1 had an insightful 
dialogue on the expectation of healthcare professionals being knowledgeable in their skills and 
patient populations as well as the responsibility to educate others on this topic. 
Knowledge, especially in healthcare, is going to be paramount. Because if a person 
comes to a doctor in confidence saying, “Hey, I want to do this?” They should have 
every right to do it. Granted, they're 18 or above, right? But they should. Everyone 
should feel comfortable going to a healthcare provider here. It’s kind of your job 
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description. Right? You take [an oath to] do no harm and to help someone. But I 
think that there needs to be more knowledge spread from actual trained professionals 
in the medical field to help the general public, to help teachers, to help cops, to help 
social workers. I mean, once you start at the top, and it gets down to all those people 
and the way they react is going to affect their employees and then they're all going to 
go home and maybe they'll see it in their own kid. I think it needs to be a topic that is 
talked about. I'm glad in the past couple of years it finally is talked about good or 
bad. At least there is a conversation. 
In that same vein, Participant 3 discussed the more transgender patient experience a provider has 
then they were generally more educated and ready to provide quality care to this population. 
I think the biggest thing I've noticed throughout the different healthcare 
experiences I've had recently is that it feels the more often [practitioners] deal 
with trans people, the better they are at working with us, because my therapist, 
that's what she does. She works with LGBT teenagers, whereas the 
endocrinologist office, I want to say they had a stat [statistic] on their wall that 
60% of their patrons are people who struggle with diabetes. So, it's not really 
their specialty. I think it's as they deal with it more, then they will learn better 
solutions. And it’s being passed around the medical community.   
 Lack of formal education on providing care to transgender patients and healthcare 
professionals having to inform themselves on transgender health needs is one of the major 
barriers to care for transgender patients. Below, Participant 5 shared his experience in the binary 
world of medicine and transgenderism (male versus female), as he does not fall into either 
binary, instead identifying as a transmasculine agender. He discusses how gender dysphoria is 
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diagnosed within the gender binary system without consideration of non-binary gender 
expressions and identities. 
I feel like research in trans things is really ramping up. But a lot of people still 
don't look at the medical side of it. And I think a lot of people assume that it's a 
one and done thing, “Oh, we have HRT available now, we don't need to do 
anything else.” But a lot of doctors aren't trained in how to administer it, how to 
prescribe it, and how to diagnose people with gender dysphoria. A major thing is 
the diagnosis of gender dysphoria. Because in some of the articles I had read for 
previous classes and research, doctors can prescribe gender dysphoria on a very 
rooted basis of a very typical trans experience, and it can be very binary. I think 
that's a huge issue. 
Participant 7 gave a thoughtful and extensive response regarding his experience with 
inadequately educated providers as well as the lack of formal training and optional training 
available for healthcare professionals.  
I went to see a doctor and her thing initially was “Oh my gosh, I don't have to 
change your hormone dosages, do I?” She seemed flustered about that, which 
was kind of surprising, she’s been in the field a really long time. And she has all 
these great reviews online and was listed as someone who works with LGBTQ 
folks. I think she really just specializes in women's health looking back at her 
reviews, which is fine, but anyway, so she was really nervous about that, until I 
basically told her, “No, my hormones have been stable for a really long time. And 
you basically just need to prescribe my testosterone.” And that's really tough, 
especially because you mentioned the knowledge piece, this is a new and evolving 
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field. There's a lot of ways people are transitioning. It's really important to have 
an expert who knows, because I can educate myself as much as I want, but there's 
going to be a lot of things that I'm missing, because I'm not a medical 
professional. They just need to, I guess, educate themselves. There used to be a 
big seminar yearly, but I think they lost funding and they stopped.  But that was 
actually a platform for providers to go and meet other surgeons who are doing 
gender confirmation surgeries. Or to meet with researchers who are researching 
about different testosterone levels or even just different types of surgeries, like 
hysterectomies, for example. I don't know where they would get their research 
other than existing medical literature, and just paying attention to new stuff. I 
don't know what an MD would think about this, but there's a lot of great 
anecdotes on the internet that should be paid attention to. 
The idea of using anecdotal knowledge gathered from transgender patients is intriguing, but with 
the healthcare field based in evidenced-based practice, this would be a feat to incorporate into a 
field which values quantitative evidence.  
 Participant 8 expounds on why transgender people are so specific about their healthcare 
needs, as the providers they seek out usually do not have the knowledge to understand these 
needs. Hence, patients do their own research and come to their medical appointments prepared to 
educate their healthcare provider.  
The sense that there's a deadline on our transitions, I think stresses a lot of people 
out. And I think it's one of the reasons why trans people are so specific about their 
healthcare. But also, the bar is on the ground, because just finding someone who 
will even set up an appointment to talk to us is sometimes rare.  
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 There was a noted difference among the participants about when it was necessary to have 
laboratory testing prescribed. There was a variation in appropriate time frames between blood 
draws across the participants’ practitioners. Participants 1, 6, and 8, respectively, note the 
frequency of their laboratory testing prescriptions below.  
I had to do it every three to four months to make sure my levels are okay [initially]. 
He requires every six months, but he said if my next results come back at the same 
level, so I’ve been steady for a year, then he'll stretch out to a year longer unless 
something changes.  
 
It's varied from place to place and different doctors I’ve gone to. I used to live in 
[southeastern city], and the doctor down there was every three months you get blood 
work. Then I moved to [northwestern city], and she was once a year, and then in my 
new place now, no requirement at all.  
 
But generally, once you get things kind of steady, and because I've been on T 
[testosterone] before, I think it might be easier. I could always just get a prescription, 
and then just have it checked, like every month or two. The issue is sometimes they 
ask for bloodwork every month. And an hour drive to [city] every month isn't terrible. 
But when you're a full-time student and theater artist like me, it can get difficult to 
find the time. 
 On a more positive note, Participant 7 began seeing a new practitioner who identified a 
problem with his hormone levels that helped to stabilize his moods. 
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When I first started going to my new doctor, he noted that my estrogen levels were 
elevated and before both of my providers had dismissed that and were like, 
“They’re a little high but they're fine. You know, you don't need to do anything 
about it.” And one in particular, I raised concerns. I was like, “Are you sure?” 
Because I would like to make sure I'm on track to getting some of the secondary 
male features that I want. My facial hair was growing in really slowly, and things 
like that. And he said, “Oh, no, this is high.” So, he had more knowledge about 
that and was able to make a decision, whereas my other two providers were like, 
“Man I don't know.” So, he corrected that.  
 While it is unclear through my interviews if the participants were aware of the reasoning 
for frequent laboratory testing, whether it was based on clinical data or simply at the discretion 
of the provider, it is clear that the participants felt there was an inconsistency when providers 
addressed blood work related to HRT. 
 The next identified inconsistency in healthcare knowledge is in regard to gender 
affirming surgery and the methods used by the surgeons. Participants 1 and 2, respectively, 
shared their surgical experiences below. 
I'm going to be honest; you’re scared shitless going in because you have this mental 
image of what your body is supposed to be, and it all depends on your surgeon. Like 
how it comes out is really dependent on what surgeon you pick. And a lot of that has 
to do with what you can afford. She would not take out my ovaries there, she said, for 
heart disease, bone density. And she was like, I'm not putting you in menopause at 30 
years old. And I said I'm going on hormones and I wanted them gone. But hey, 
anything is better than nothing. At some point, I'm going to have to have another 
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surgery. Because chances are I'm going to develop ovarian cancer at some point. And 
my current doctor, when he found that out, he goes, “She did what?” I was like, hey, 
one medical opinion to the other.  
 
I guess something that does stick out to me, in the moment I'm thinking back on it was 
the day that I went to get my top surgery, this was 2017, right at the end of my senior 
year, I had to get it done over spring break because it was a two-week recovery 
period. There are two types of top surgery: double incision, which is the very, very 
standard, that's what most people get. And then there's keyhole for smaller chests, 
which is very minimal scarring. And I'd been consulting with this plastic surgeon for 
three or four months. And I had been under the assumption that I would be getting 
double incision. I was literally sitting in the dressing gown with my socks on. I was 
minutes away from going back into surgery. They were about to put the IV in and get 
me sedated. And the doctor comes back in and she takes one final check and she goes, 
“I think we can do keyhole.” And I was, “Okay, okay, great. Like, its fine for me that 
was obviously the ideal plan.” And they did it and everything went well. But looking 
back on it, the fact that my surgery changed minutes before I was going back it really 
just hits me how new a lot of this is for healthcare providers. And just the idea that a 
decision can be made like that without much worry. I don't know, it stuck with me all 
these years later, just because it was so absurd the fact the keyhole decision could 
have been made way earlier. And for some reason, it just didn't occur to her, I guess 
until I was sitting there ready to go back. Maybe she looked a bit more into it or 
maybe she was more confident in her abilities after doing double incision on someone 
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else. She's like, “Yeah, I think I can do keyhole.” It was very absurd. And I laugh 
about it now, but it's also just an indication of just how strange and novel a lot of this 
is for a lot of healthcare providers. 
Theme Three: Healthcare Provider Interactions  
 The theme healthcare provider interactions emerged based on six participant interviews 
and their interactions with healthcare professionals that left them feeling powerless or powerful. 
Being misgendered was a common occurrence that six of the nine participants experienced. To 
be misgendered refers to misidentification of a transgender person, whether face-to-face or 
otherwise, with the wrong name and pronoun. For example, a FTM transgender person referred 
to by their female birth name and she/her instead of their preferred, chosen name and the 
pronouns he/him. While medical documentation has become more inclusive to incorporate 
preferred name and pronoun on patient charts, at the time of the interviews, there was still 
incidences of misgendering among the small sample of participants in this study. Participant 1 
discussed a time when his medical file was incorrect, and the receptionist made an insensitive 
comment about his voice when he asked for a file correction.  
I did have an experience where my file said female. Even though all my IDs, 
everything is male, but I got my first prescription at the appointment as a female. 
I was like, “Okay, I'm sorry, can you change my file?” That was one thing that 
happened during that experience. And [the receptionist said], “You know, I 
apologize, maybe just whoever was on the phone, when they initially put you in 
the system. Maybe your voice threw them off and they just put the first thing 
down.” And I'm like, “Okay, first of all that’s the one thing you shouldn't say. But 
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either way, I told you why I was coming in because I needed to find a local doctor 
to continue my transgender treatment.”  
 Participant 2 was hospitalized and experienced misgendering by the nightshift hospital 
staff. The experience left her feeling annoyed and disrespected, especially as she noted that her 
preferred name and pronouns were visible in the chart and on the hospital room whiteboard. 
In the middle of the night, they didn't really care what was written down anywhere 
and it said male that’s who you were, they were going to just brusquely refer to us, 
sir, and get their job done as quickly and with as little interaction as possible. The 
treatment overnight was that I was a body to be dealt with not a person. I just 
wanted the person to go away. As they're waking you up to check blood pressure 
and I was rather stressed from the whole experience and trying to sleep in the 
hospital. So, most of my annoyance at the misgendering, and treatment were after 
the fact, and at the time while I was there, the emotions were more of a, can’t I just 
please go back to sleep. Annoyed at the disrespect of it. I mean, clearly the hospital 
knew about establishing preferred names and establishing correct pronouns, 
because it was all written on the chart, and on the whiteboard in the room, the 
information was glaringly obvious, and it seemed like she had to go out of her way 
to ignore all of those various signals.  
Several of the participants faced misgendering due to a lack of reviewing the medical chart or 
blatantly ignoring it on the part of the healthcare professional. Participant 8 expounded on this 
experience.  
The only time I think I've ever been strongly misgendered is usually when I'm 
getting my eyes checked, sometimes the nurses won't read the sheet fully. Like they 
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will look and see my legal name. And then they will say, “Ma'am,” when they see 
me. So, it's most of the time, the places that don't have a section for preferred 
pronouns, just because they don't really care, I get the feeling that they're more 
worried about numbers and facts. And by all facts of the law, I'm still female. So, 
it's only expected for them to use that sort of language when talking to me, even 
though my name is legally very male, but they look at me or they look at the sheet 
and they are like, “I think this is a girl, so I'm going to use girl names.” It's a 
moment that I think cisgender people don't really get to ever experience of this 
sudden forced disconnect between your mental state two seconds ago, and your 
mental state after hearing someone misgender you.  
 In order to combat misgendering Participants 3 and 4, respectively, both suggested 
having a visible, easily accessible part of the medical chart identifying preferred names and 
pronouns as well as simply being asked their preferences.  
I've always been very happy with someone asking, “Hey, would you like to put in a 
name?” Because I feel like it’s very courteous, to be willing to go out of your way and 
say, “Hey, I can tell you're probably trans. Do you mind me asking what your 
pronouns are and your name?”  
 
I think the biggest thing for me would definitely be having that option to put down 
what your preferred pronouns and what your preferred names are. Just because you 
don't really see it that often unless it is like an office that's specifically set up for 
LGBT people. And also knowing that you're in an environment where you don't feel 
like you're going to be judged or seen as something that you're not trying to present 
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as, if that makes sense. And a lot of that does come down to the staff, how you're 
greeted, and how you're treated as well.  
 The last experience of misgendering comes from Participant 7 who was receiving care at 
a large-scale healthcare consortium for acne treatments.  
I have run into issues where people haven’t read my chart. And I was seeing 
somebody for acne there, they're big on pushing Accutane. But if you have female 
organs, you have to take this pregnancy test and do all this weird stuff. And he didn't 
realize that I was trans, and it was kind of an awkward thing, where he had an 
assistant transcribing his notes for him and she was like, “Sir, you know.” She was 
discreet and great about it, but she had to point to the chart and that’s just an issue, 
people not reading the chart and being proactive about it. So, I don’t know. It was 
awkward and I was like, “Oh man, you had no idea.” But again, it had me 
questioning my care because I have different care due to my hormones. Testosterone 
impacts your liver and medications like Accutane can be hard on that organ. So, it's 
disappointing, I guess, knowing that somebody didn't check, or didn't even notice that 
I was on testosterone, and maybe think, “Oh, maybe I should have a conversation 
with this person about what they're putting in their body and the stress it will have on 
their body.” Plus, they didn't know I was trans. 
Emotional responses of gender dysphoria were another experience that was discussed by 
five of the nine participants. As defined in Chapter 1, gender dysphoria is the medical diagnosis 
transgender people receive from their medical provider in order to move forward with a medical 
transition, which may include HRT or surgery. Participant 8 provided a profound definition of 
feeling dysphoric when being misgendered.  
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It's a moment that I think cisgender people don't really get to ever experience of a 
sudden forced disconnect between your mental state two seconds ago, and your 
mental state after hearing someone misgender you. Even if I personally don't really 
find it offensive, my mind does it for me, and it's like a little shock in the brain. It's 
really hard to describe, but it could be eased by literally just checking one more 
thing on the chart. 
Following up on this definition of dysphoria, Participant 8 reiterated how it feels to base one’s 
happiness on how others see him and how he has noticed transgender people face a “deadline” 
when medically transitioning.  
This is going to get a little philosophical, but the idea that we don't get to determine 
what we look like to other people. It's the idea that our happiness and our identity 
hinges on how other people see us, not how we see ourselves.  It's a big strain on 
mental health, and it's also every time you get misgendered, or every time you feel 
out of place in a situation, it feels like the end of the world. Especially if you're kind 
of new in your transition and things aren't happening as fast as you would like them 
to. A lot of times people will wait 20 years to get their first dose of hormone 
replacement therapy. And at that point, it’s like, “Okay, I waited 20 years, I need to 
look like how I should look like.” So, I guess there's not really a deadline, more of 
like an expectation that, we've waited this long. I expect that this should work fast, 
so that I can stop worrying about how other people see me and just live my life. 
 This feeling of dysphoria was resounding among the other participants who identified 
feeling dysphoric when receiving unqualified and uneducated care. Two participants were 
required to have “exams downstairs” (Pap Smears or routine vaginal examinations) by their 
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provider. Participant 9 spoke on an experience where he had to endure this examination twice 
due to the presence of a medical student.  
I had to [have a] Pap smear and that's something that I don't really want to do. 
And I had to do it twice in one day, because this medical student would do it, and 
then [the provider] would do it. And it was always like that. He would make me 
do it every time when I went and I saw him every three months, and I'm just like, 
“Hey, man, like this is getting a little, I don't know I feel kind of bad.” 
Participant 1 had a similar experience with a digital examination which he felt was unnecessary 
as he is post-operative after having gender affirming surgery. He also provided his friend’s 
account regarding a similar situation at the same practitioner’s office.  
But I was unaware that I was going to have an actual exam downstairs. And that's 
a pretty traumatic experience for most transgender males. It was a digital exam, 
because I already had surgery and whatnot. But I was not expecting to go through 
that that day, especially since that's a no-go zone. So, there's really no reason to 
check me down there. It's good. So that was an experience that I talked to a buddy 
of mine [about] just a few weeks ago. He originally was going to that doctor 
because that's one of the very few in the area. And he felt like he was being forced 
to do that exam. And he absolutely had to basically fight his way saying, “No I’m 
not going to do this.” And he never went back. I understand from a health 
perspective you need to get your whole body checked, right? But at the same time, 
a little bit of warning would have been nice. 
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 When asked how an experience of misgendering made her feel, Participant 3 discussed 
her dysphoria and how it was exacerbated when healthcare professionals do not review and use 
her preferred name and pronoun on file.  
It definitely, it feels kind of dysphoria. And it almost feels discouraging from the 
progress I have made transitioning, but it's something that I kind of understand from 
their perspective that it can be tough sometimes with people who are in the middle of 
their transition. And I think a lot of it just comes down to what's down on file. 
 These experiences of gender dysphoria while receiving medical care, either due to 
misgendering or a traumatic pelvic examination, reverberated with me. As healthcare 
professionals and nurses, we work as advocates and care providers who aim to do no harm and 
establish and maintain relationships with our patients that are grounded in respect and dignity. 
The lack of these values seen in these experiences shines a light on the discrepancy transgender 
patients face when receiving healthcare. 
 Not all experiences shared by the participants were negative. Five individuals shared 
experiences of trusting and welcoming encounters when receiving healthcare. Participant 2 
stated, “It wasn’t until I met [nurse practitioner] that I realized you could trust your doctor. What 
a wonderful experience.” And Participant 3, who was the youngest of the participants, stated 
feeling secure in the care of her provider and that he was understanding of her gender identity.  
I discussed with him the fact that I'm trans, probably about a year before I started 
hormones, and he was very accepting of it. And he basically told me that he could tell 
from early on, which definitely feels validating in a way.  He’s been very good about 
it, and his nurses have been very good about it as well. 
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 As mentioned previously, misgendering is a common occurrence for transgender patients. 
Participant 4 discussed a positive experience in which a nurse asked for his preferred name and 
pronoun.  
I did actually have the nurse ask me some questions while I was back there, and she 
[said], “Oh, what name do you prefer to be called?” So, she asked me directly, which 
I felt was a lot more welcoming. But that was the only time that I've had that. She was 
very welcoming, very open, when she was doing my blood work. 
 Despite issues with slow insurance billing, Participant 7 felt pleased with his care at a 
small clinic of well qualified and welcoming providers. 
It's a pretty small clinic. I think there's a total of four or five providers and then a 
couple of receptionists. They're a little slow with their billing and things like that, 
but the care is really great. I trust them. They've always been very proactive about 
having conversations about surgeries, whether that's top surgery, bottom surgery 
and explaining that with me. 
Findings Related to Research Questions 
 In the current study, three themes emerged from the analysis of nine participant 
interviews. These themes explained healthcare interactions experienced by transgender 
individuals. These three themes are: (a) challenges with accessing healthcare, (b) inconsistent 
healthcare information, and (c) healthcare provider interactions. The interpretations of these 
three themes will be used to answer the two research questions posed in Chapter 1. 
Research Question One  
 The first research question was, “How do transgender individuals perceive their 
interactions with healthcare professionals in primary care and mental healthcare settings?” Only 
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one participant noted an acute care setting experience, and the others focused on experiences in 
the primary and mental healthcare settings. The interpretations of all three themes assisted in 
answering this question. The theme challenges with accessing healthcare explained how 
participants felt the need to gather their own information related to their health needs and finding 
friendly providers. Overall, participants felt that the lack of formal medical education among 
healthcare professionals led them to conduct their own research in order to inform their provider 
on their health needs. Several methods were used to gather information including the use of 
social media, online research, friends, and support groups. Most participants expressed that they 
would not seek care from a provider unless they had been vetted by other transgender people. It 
was common for the participants to use social media hashtags to identify qualified healthcare 
professionals. These shared experiences demonstrated that self-initiated information gathering 
was an integral part of accessing care, which led to the participants having fewer negative 
experiences. Therefore, this helps to answer the first research question by identifying that the 
participants would not knowingly seek care from a healthcare practitioner without ensuring they 
were entering a safe interaction with an understanding and informed provider. 
 The first theme, challenges with accessing healthcare, highlighted the need to access 
specialized care from transgender clinics or transgender health experts. Transgender patients 
viewed these clinics as having an environment that was more welcoming and inclusive. The 
utilization or desire for a transgender specific clinic among the participants was also found to 
lessen the negative experiences participants had with misgendering or other discriminatory 
behavior.  
 The second theme, inconsistent healthcare information, referred to experiences related to 
inadequate care due to the lack of knowledge and variation in guidelines in transgender 
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healthcare. Participant 8 had to stop taking his testosterone due to the frequent need of a 
laboratory test to check his hormone levels. Due to a long-distance commute and monthly blood 
testing, he could no longer keep up with the demands set in place by his endocrinologist. Some 
participants discussed having blood testing prescribed every three to six months, one participant 
had annual laboratory work, and another had no prescribed follow-up laboratory work. The 
inconsistency may be in part to stage or phase in one’s medical transition, clinical data available, 
or per the discretion of the provider, but there was a consensus among participants that these 
guidelines fluctuated when they transitioned to a new provider. Laboratory testing guidelines are 
just one example of the variations noted not only among each individual participant’s healthcare 
experiences, but across all nine participants. For example, Participant 3 stated,  
I think the biggest thing I've noticed throughout the different healthcare 
experiences I've had recently is that it feels the more often [practitioners] deal 
with trans people, the better they are at working with us… 
Due to the absence of transgender healthcare content in healthcare disciplines’ curricula, such as 
medicine and nursing, and the lack of training beyond school, many of the study participants 
reiterated Participant 3’s sentiments, thereby making the transgender healthcare interaction a 
challenge for many. 
 Lastly, the theme, healthcare provider interactions, led to upsetting descriptions of 
experiences and interactions that resulted in disrespect, trauma, and discrimination for the 
participants. Six of the nine participants had experiences of being called the wrong name or 
identified with the wrong pronouns while five of the nine participants indicated their gender 
dysphoria was reignited after receiving healthcare from either an uneducated or prejudiced 
practitioner. A common idea sprouted among a couple of participants that displaying preferred 
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name and pronouns in a clear and visible place on the medical chart or simply asking, “What do 
you prefer to be called?” would leave the transgender person feeling heard and respected for 
their authentic selves.  
 Despite the stories of negative healthcare interactions, there were positive experiences 
told by five of the nine participant interviews. At the time of the interview, Participant 2 
discussed her relationship with her nurse practitioner who provided holistic and thorough care. 
She stated that a trusting relationship was built, and she did not know she could trust a doctor 
until she began seeing this provider. Participant 3 felt validated by her physician when she came 
out as transgender, and he stated he knew prior to this and was happy she was becoming her 
authentic self. Participant 7’s current group of physicians provided positive experiences for him 
by engaging in proactive conversations on gender affirming surgeries, which was important to 
the participant as a transgender male. These positive experiences shed light on the fact that not 
all transgender healthcare experiences are negative and that there are healthcare professionals 
who are transgender advocates and are educated on transgender health needs. 
 In summary, transgender individuals who participated in this study have learned to 
maneuver the healthcare system to meet their health needs and attempt to interact with 
understanding and qualified practitioners through gathering their own information and seeking 
care from transgender health experts. These strategies left the participants who used them with 
more positive healthcare encounters. However, due to the variation of how transgender 
healthcare is delivered and the incidences of misgendering and dysphoric interactions, negative 
experiences continue to occur to transgender patients. Overall, progress is needed to continue to 
close these gaps for transgender individuals seeking healthcare.   
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Research Question Two 
 The second and last research question was “What are the common issues that influence 
transgender individuals’ perceived barriers to healthcare and how does it affect their ability to 
access care?” Similar to the first research question, all three themes that emerged from the data 
collected addressed this research question. 
 First, the theme challenges with accessing healthcare indicated that transgender barriers 
to healthcare included having to gather their own information, having to seek care from a 
specialized clinic, or having to travel far distances to access care, as well as being denied care 
due to their gender identity. The need for self-imposed research can be limiting for a person who 
has no medical knowledge or understanding of what they need from their provider. While it 
seems, the participants came to terms with having to do their own research, this is not a condition 
we expect of cisgender patients seeking healthcare. Additionally, the use of a transgender 
specific clinic creates a barrier as it was noted by Participant 1 not all people qualify for these 
clinics. Many transgender specialized clinics are aimed at providing care for low-income 
individuals, and if a person earns more than this threshold, they do not qualify to receive care 
there. Furthermore, transgender clinics are more readily available in urban settings. Those 
individuals who live in suburban or rural locations may have difficulty accessing these clinics 
due to travel time alone. This leads into the necessity to travel long distances for qualified care, 
which a majority of the nine participants indicated having to travel upwards of one and a half 
hours to attend in-person healthcare visits. While this limitation was not increased by the lack of 
transportation, it did lead Participant 8 to no longer take his hormone replacement therapy due to 
the commute time and required laboratory testing to maintain this prescription.  
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The theme inconsistent healthcare information led to variations in transgender health 
knowledge among the participants’ providers which left the participants feeling like their care 
was inadequate. Additionally, feelings of frustration were noted due to deficit healthcare 
knowledge that either was unsatisfactory for the needs of the patient or were inconsistent among 
the providers caring for the patient. This created a perceived barrier for the participants in that 
they approached their healthcare interactions with an underlying sense of inadequacy on the part 
of the healthcare professional.  
Regarding the theme healthcare provider interactions, incidences of misgendering and 
traumatic dysphoria led to negative feelings about their relationship with their providers. The 
feelings expressed among participants included annoyance, disrespect, disappointment, and “not 
feeling good.” This created a barrier to one’s care as the participants either had untrusting 
relationships with their providers or felt they needed to succumb to the providers’ requests due to 
the position of authority the provider held. 
 Overall, these barriers of self-imposed research, the need for a transgender clinic, long 
distance travel to receive care, and experiences of misgendering and dysphoria created barriers 
for the study participants in receiving or maintaining their medical transition. The barrier of 
inadequate healthcare knowledge is the most concerning, as it was perceived by the participants 
that the healthcare providers did not follow the standards of practice for transgender health 
developed by the World Professional Association for Transgender Health (2011).  
Summary 
 In summary, this study aimed to utilize phenomenological methodology to explore 
perceived healthcare interactions and perceived barriers to healthcare for transgender individuals. 
The narrative summary technique along with coding reduction was used to analyze the data. 
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Three themes were identified: (a) challenges with accessing healthcare, (b) inconsistent 
healthcare information, and (c) healthcare provider interactions. The findings of this study 
support current published literature that standards of practice are under-utilized, and 
discrimination still occurs, particularly in providers with inadequate knowledge on transgender 
health needs. 
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Chapter 5: Conclusions and Recommendations 
 
 In this chapter, I discuss the findings from a study that explored transgender healthcare 
interactions and the common barriers in accessing quality care. First, an overview of the study 
will be provided, followed by an interpretation of the study’s major findings, and comparison of 
to current published research on transgender healthcare interactions and barriers. I will also 
identify how this study’s findings contribute to the current state of nursing knowledge on the 
topic. Lastly, recommendations for future research will be discussed.  
Overview of the Study 
 The purpose of this study was to examine how transgender people perceive and 
experience interactions with trained healthcare professionals and to identify common issues 
related to barriers to care. Using a phenomenological lens, transgender healthcare interactions 
were explored through nine participant interviews. Due to the 2020 COVID-19 pandemic, the 
interviews were conducted virtually and were audio-recorded and professionally transcribed. The 
transcriptions were verified for accuracy by the researcher. Data analysis led to the emergence of 
three major themes: (a) challenges with accessing healthcare, (b) inconsistent healthcare 
information, and (c) healthcare provider interactions. These themes helped to answer the two 
research questions posed in this study: (a) How do transgender individuals perceive their 
interactions with healthcare professionals in primary care and mental healthcare settings? and (b) 
What are the common issues that influence transgender individuals’ perceived barriers to 
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Discussion of Findings 
 In this section, the major findings of the current study as discussed in chapter 4 will be 
compared to the published literature reviewed in chapter 2. Some findings from the current study 
were similar to the published research, but new themes were also identified.  
Theme One, challenges with accessing healthcare, led to one of the most outstanding 
findings in this study – the perceived necessity of gathering information in order to discover intel 
on friendly healthcare providers and transgender health knowledge. All nine of the study’s 
participants stated they conducted their own research, either through online sources, social 
media, or friends. Similar to this study, Roller et al. (2015) conducted a grounded theory nursing 
research study on how transgender individuals (n = 25) navigate the healthcare system. The 
findings included the participants having to complete their due diligence by researching and 
finding transgender-friendly providers (Roller et al.). In a study that aimed to explore mental 
health experiences among transgender individuals, Benson (2013) interviewed seven transgender 
participants which resulted in four themes and two subthemes. The theme of therapist reputation 
referred to how participants found inclusive mental health providers through word of mouth 
(Benson). The main method used to gather information was consulting transgender friends 
before seeking care from a mental health professional (Benson). More recent work exposes 
similar findings to this theme. Blodgett et al. (2018) identified in their phenomenological study 
assessing transgender barriers to care in rural Ontario that participants used an informal support 
network, including online resources such as social media, and other local transgender individuals 
to find friendly providers. While Grant et al. (2011) did not indicate a specific use of information 
gathering in its landmark study surveying 6,450 transgender participants, they did find a sense of 
resilience among the participants in that despite the discrimination and trials faced when 
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accessing healthcare, 76% of participants noted receiving HRT. Grant et al. correlated this 
achievement to participants’ “determination to search out sensitive medical providers” (2011, p. 
6). This can be interpreted in several ways, but it can also indicate participants utilized strategies 
to find inclusive providers. These studies were conducted during a time when social media was 
utilized; however, social media platforms have grown exponentially in the last five years, 
resulting in easier access for transgender individuals to connect and hear stories from other 
transgender people on a global scale.  
The difficulty participants in the current study had in finding and accessing care was 
similar to findings by Lindroth (2016), who used constructivist grounded theory to explore the 
narratives of transgender and non-binary individuals (n = 20) and their health experiences. 
Within this study, Lindroth noted that almost all the participants received care at some point in 
their transition from a transgender specialized clinic. Similar to the current study, Lindroth found 
that the study’s participants were content with the care they received at these clinics; however, 
there were underlying heteronormative expectations on the part of the healthcare provider, 
mainly in the misunderstanding of sexual orientation versus gender identity. This 
misunderstanding was not identified within the current study; however, heteronormative 
assumptions were made by participants’ healthcare providers at specialized clinics. For instance, 
participant 1 had to undergo a non-essential pelvic examination as this was considered standard 
of practice despite the participant no longer having female organs that required this assessment. 
Therefore, despite the specialization of the clinic, issues continue to arise based on the 
heteronormative infrastructure of healthcare and medical practice.   
Interestingly, a unique finding in the current study related to accessing care was the use 
of medical students. Participant 1 identified the use of a transgender specific clinic that was 
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affiliated with a university medical school. This resulted in him having multiple assessments 
during each healthcare visit, one from the medical student and the other from the licensed 
physician. These encounters resulted in repeated explanations and examinations that were 
identified as either annoying or traumatic for the participant. Participant 1 verbalized feeling like 
a “guinea pig.” This finding was not discovered in previous research. Due to the novelty of 
transgender healthcare, the use of medical students acting as primary caregivers may be a new 
trend. Because many transgender clinics are in urban environments, they provide care to patients 
with low income or no health insurance. The novelty and setting of these clinics may result in 
more medical students working as providers. This can result in both positive and negative 
outcomes. Positively, new medical providers are being trained and educated on transgender 
healthcare. Negatively, transgender individuals may feel they are not receiving qualified care due 
to the lack of licensure of medical students. At this time, this is conjecture, and more research is 
needed to fully examine this assumption.  
Additionally, it was found that accessing qualified and educated healthcare professionals 
resulted in long commute times. Many of the participants had to drive an hour or more to attend 
healthcare visits or to receive surgical intervention for their gender transition. Similarly, in a 
study exploring the transgender veteran healthcare experience, Rosentel et al. (2016) found travel 
limitations when accessing care. In the Rosental et al. study, the distance travelled was either half 
a day or coast-to-coast, which is exceptionally further than the distance travelled by participants 
in the current study. However, one participant travelled across state lines to receive gender 
affirming surgery, whereas another participant travelled to another state in an effort to maintain 
his current healthcare provider relationship. In both instances, travel was time consuming and 
costly for the participants and was not sustainable in the long term. Similarly, Blodgett et al. 
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(2018) identified transportation issues in their rural Ontario study on transgender barriers to care. 
They found mode of transportation was a common barrier, which was not found in the current 
study, but it was also identified that a long commute to urban Toronto was necessary to receive 
transgender health services. 
Denial of care is quite prevalent in current transgender research. Markovic et al. (2021) 
found in their cross-sectional exploratory study on transgender healthcare interactions in Austria 
that 13% of their participants were denied care. Similarly, Blodgett et al. (2018) found that 
participants were denied care due to the lack of knowledge on the part of the healthcare provider 
and were referred to a specialty clinic for addictions in the area. In the large-scale National 
Center for Transgender Equality studies, Grant et al. (2011) and James et al. (2016) found that 
transgender participants were denied care regularly because of their gender identity. Therefore, 
the current study’s finding that being denied care is one of the challenges with accessing care 
faced by transgender individuals continues to be a relevant issue in the transgender community. 
The second theme inconsistent healthcare information is consistent with much of the 
published literature on transgender healthcare (Benson, 2013; Blodgett et al., 2018; Bradford et 
al., 2013; Grant et al., 2011; Hines et al., 2019; James et al., 2016; Lindroth, 2016; Poteat et al., 
2013; Rosentel et al., 2016; Rounds et al., 2013; Sanchez et al., 2009). In most of the research 
reviewed for this study, an overwhelming amount that centered on transgender health discovered 
that providers were uneducated and unqualified to provide the care necessary to treat transgender 
patients. While small in scale, this study found that six of the nine participants confronted 
variations in knowledge level among their providers. Specifically, participants expressed 
perceptions that their healthcare providers were not knowledgeable about the appropriate time 
between laboratory assessments and variation in approaches to gender affirming surgeries. 
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Researchers have found that transgender individuals feel they must educate their providers on 
what they need, including the appropriate medication for HRT, which has led many transgender 
people to utilize self-imposed research and education prior to seeking care (Benson, 2013; 
Blodgett et al., 2018; Bradford et al., 2013; Grant et al., 2011; Hines et al., 2019; James et al., 
2016; Lindroth, 2016; Poteat et al., 2013; Rosentel et al., 2016; Rounds et al., 2013; Sanchez et 
al., 2009). The use of self-imposed research and education on the part of the patient due to 
unqualified and uneducated healthcare providers continues to be an issue transgender individuals 
face when seeking care. Additionally, healthcare education programs such as medicine and 
nursing continue to lack transgender content in their curricula leading to a further increase in the 
population of uneducated healthcare professionals (Hana et al., 2021; Stroumsa et al., 2019).  
Lastly, the participants in the current study experienced emotional responses to 
healthcare provider interactions. These emotions centered around dealing with being 
misgendered, experiencing gender dysphoria, and positive experiences. In this study, dealing 
with being misgendered was either noted to be the use of incorrect pronouns or identifying the 
patient with the wrong gender or name. Misgendering is a common finding in the literature 
(Blodgett et al., 2018; Lyons et al., 2015; Markovic et al., 2021; McCullough et al., 2017; 
Rosentel et al., 2016). Lyons et al. used semi-structured interviews to explore the experiences of 
transgender individuals (n = 14) in residential addiction treatment facilities. Lyons et al. found 
that not only did the participants experience misgendering, but it was to an extent where the 
participants were placed in the wrong gender room (i.e., MTF transgender individuals housed 
with cisgender males) by the facility staff. This injustice led to some participants quitting the 
addiction treatment program before completion. Similar to Lyons’ et al., McCullough et al. 
found many of their study’s participants faced misgendering in counseling settings. In a more 
TRANSGENDER HEALTHCARE INTERACTIONS 
 
123 
recent study, Markovic et al. found 20% of their participants in an Austria study were 
misgendered by their healthcare provider. Lastly, Rosentel et al. discovered that participants 
experienced insensitivity when receiving care at Veterans Affairs healthcare settings, including 
misgendering. Many reported misgendering occurred due to the inability to document preferred 
names and pronouns on the medical record. This discovery correlates with the findings of this 
study, as several participants stated it would make the experience more pleasant if placement of 
their preferred name and pronouns on the medical chart was an option. 
Feelings of gender dysphoria mainly surfaced for the participants due to actions or 
inactions of the person providing care. Interestingly, this theme was not found in the literature. 
An exacerbation in one’s gender dysphoria was commonly experienced when a participant was 
misgendered or received care from a healthcare provider who lacked sufficient knowledge on 
transgender healthcare, such as performing a traumatic pelvic examination for a post-operative 
transgender man. Therefore, this evolving theme should be investigated in future studies to 
ascertain if it is a common experience for a wider number of transgender individuals. 
Lastly, a few participants identified experiences of openness and validation when 
interacting with their healthcare provider. The identification of positive experiences replicated 
previous research discoveries from McCullough et al. (2017), Ross et al. (2016), and Hines et al. 
(2019) that transgender individuals in these studies shared positive healthcare encounters. Ross 
et al. found positive experiences occurred when participants felt respected by their care providers 
which included the foresight to make referrals for other services needed. In the current study, 
words used to indicate a positive experience included “trust, welcoming, and validating.” 
McCullough et al. also identified the importance of validation for their study’s participants. The 
act of validation included using correct name and pronouns and language consistent with 
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transgender culture. Additionally, advocacy from one’s mental health professional by educating 
themselves on transgender health needs or by speaking up on behalf of transgender rights to 
other mental health professionals resulted in positive experiences. Similarly, Hines et al. found 
that when healthcare professionals practiced gender-affirming care, such as the use of correct 
name and pronouns and acted as an educator and advocate to other healthcare professionals, HIV 
positive transgender women had more positive healthcare experiences. In the current study, one 
participant expressed feeling validated by her provider knowing she was transgender prior to her 
officially coming out. Another participant identified an experience where a nurse asked his 
preferred name which “felt welcoming and open” to him. And finally, participant 7 felt 
welcomed by his healthcare providers due to “proactive conversations about surgery.” Despite 
the negativity many transgender people face when receiving healthcare, it is promising to hear of 
positive experiences in both this study and in past research.  
Overall, the findings in this study mimic the current published work in this area. 
However, this study did not reflect a few consistent findings in previous research such as a lack 
of or inconsistent insurance coverage (Blodgett et al., 2018; Hines et al., 2019; Sanchez et al., 
2009; Stroumsa, 2014) and experiences of harassment or violence (Bradford et al., 2013; Grant 
et al., 2011; James et al., 2016; Kattari & Hasche, 2016; Markovic et al., 2021; Poteat et al. 2013; 
Rosentel et al., 2016; Shires & Jaffee, 2015). In the current study, none of the participants 
identified these themes when discussing their healthcare interactions. All participants had private 
insurance that paid for a majority of their transgender care. Also, none of the participants had 
experiences of outward harassment or violence from their healthcare providers. These findings 
may be in part to the changing political climate in recent years, the growth in knowledge 
surrounding transgender health needs, or the inclusion of transgender services in private 
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insurance plans. It is also worth noting the sample of this study was homogenous in terms of race 
and ethnicity. Eight of the nine participants self-identified as white/non-Hispanic, with one self-
identifying as white/Middle Eastern. It can be postulated that if this study’s sample was more 
ethnically and racially diverse, findings may be different. Speculations can be made, but further 
research is needed to verify the lack of these findings in this study. Furthermore, this study had 
nine participants and was conducted using qualitative methodology; therefore, generalizations 
cannot be made. 
Interpretation of Findings within the Guiding Theoretical Framework 
 In this section, the study’s findings will be situated to the context of the guiding 
theoretical framework, queer theory. The following will include a juxtaposition of the themes 
challenges with accessing healthcare, inconsistent healthcare information, and healthcare 
provider interactions.  
Queer theory was used to frame this research due to its emphasis on exploring the 
dynamics of power, oppression, and non-normative constructs (Bettcher, 2009/2014; Butler, 
1990; Jagose, 1996; Nagington, 2016). Gender is a socially constructed idea of male versus 
female, man versus woman, masculine versus feminine. To many, this construct is not typically 
seen as a gray area, one is born with either male or female sex characteristics and, therefore, that 
is their gender. However, non-normative gender identities (i.e., transgender or gender non-binary 
people) are in opposition to these constructs, and queer theory identifies the notion that gender 
norms are a performance based on societal and cultural values (Nagington). Additionally, queer 
theory aids in the identification of dichotomous power dynamics between entities in healthcare 
(i.e., physically well/ill and mentally healthy/unhealthy; Semp, 2011). The observation of queer 
and oppressive relationships is central to this study: a transgender person versus social constructs 
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of gender and the power dynamic between patient and healthcare provider. Therefore, queer 
theory helped to frame this study as one of the key aims was to identify how a gender non-
normative individual perceived their healthcare interactions. 
Furthermore, the findings of this study resulted in themes that can be framed by queer 
theory. Theme three, healthcare provider interactions, explicated stories of being misgendered 
and an exacerbation in one’s gender dysphoria when interacting with a disrespectful healthcare 
personnel member. For example, one participant shared an experience involving a traumatic 
pelvic exam in which he felt uncomfortable refusing because of the power dynamic between 
himself and the provider. The participant saw his provider as an authority figure. While he later 
notes he could have refused and it would have been accepted by the practitioner, at that time he 
felt he needed to continue with the exam to meet the requirements of the healthcare visit. This 
theme was identified throughout the interviews, in that the participants held providers, 
particularly physicians, as authority figures and were not oppositional against the requests or 
demands posed by them.  
The theme challenges with accessing healthcare explained participants’ need to gather 
information and self-imposed research strategies to enhance their knowledge on transgender 
healthcare and to find local transgender-friendly providers. This acknowledged that the 
participants understood the providers they sought care from would not be educated enough on 
their healthcare needs; therefore, they prepared themselves prior to healthcare visits on what they 
required of their practitioner. One may assume this would negate the power relationship between 
patient and provider as the patient attempts to improve their own knowledge base; however, due 
to the longstanding prejudice and issues transgender people face when seeking healthcare, this 
can be interpreted as an intensification of the power dynamic. Furthermore, gender normative 
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individuals do not seek healthcare with the assumption they need to be more educated on their 
health needs than their provider which places transgender people at a further disadvantage. This 
finding led to another theme that emerged during data analysis – inconsistent healthcare 
information, wherein participants were cared for by healthcare professionals with varied levels of 
understanding of their transgender patients’ needs. Additionally, the resources available and 
location of a transgender person was found to improve access to friendly, knowledgeable 
providers. However, if one does not have access to these resources or lives in a locale distant 
from transgender-friendly providers, the disadvantage deepens. The queer theory frame allows 
the researcher to consider the transgender individuals’ stories through a lens of disrupting 
normativity. For example, they report that they are managed and treated differently and with less 
quality than gender normative individuals in the healthcare setting.  
Contribution to Nursing Knowledge 
 This study on transgender health interactions is one of the few that has been conducted by 
a nurse researcher. The current state of transgender research continues to be housed in the fields 
of counseling and public health (Poteat et al., 2013; Sanchez et al., 2009; Singh et al., 2011; 
Singh et al., 2014; Stroumsa, 2014). The aim of the current study was to not only shed light on 
transgender healthcare interactions and barriers to care but to provide a voice to transgender 
individuals that can be used to help improve how nurses interact with their transgender patients. 
Historically, nurses have been slow to respond to the issues that many transgender people face in 
healthcare today (Merryfeather & Bruce, 2014). Ideally, nurses are educated and licensed to 
provide holistic, culturally sensitive care to all patient populations. However, the transgender 
population has been invisible in nursing education, practice, and research (Merryfeather & 
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Bruce). The hope is that an increase in awareness on the nurse’s part will lead to better health 
outcomes for the transgender population. 
 Therefore, the current study helps to close the gap in regard to nursing research on the 
topic of transgender healthcare. For instance, the discoveries made in this study have identified a 
few key areas in which nursing can improve when delivering care to transgender patients. First, 
misgendering can be swiftly eliminated if nurses identify correct pronouns and preferred name 
for all patients at the start of a care visit, not just when caring for a transgender patient. If a nurse 
can create the habit to ask these questions with their other standard intake assessment questions, 
transgender patients will feel included, respected, and validated. Furthermore, asking these 
questions to cisgender patients can illuminate a topic that may have been invisible to this person 
previously. A conversation can be initiated on transgender affirmations leading to educating a 
cisgender person who can then utilize this information in daily life.  
 A concerning yet consistent finding in this study and previous research is the lack of 
knowledge and inconsistent guidelines on transgender healthcare. However, this finding 
continues to be perplexing as the World Professional Association for Transgender Health 
(WPATH) has created and identified evidence-based standards of care for transgender 
healthcare. The WPATH (2011) Standards of Care is a free downloadable PDF any healthcare 
professional or layperson can access from the organization’s website. With this resource, nurses 
and other healthcare professionals are encouraged to access this document and familiarize 
themselves with the content in order to educate themselves on the needs of their next transgender 
patient.  
 Lastly, the nursing profession continues to be one of the most trusted professions today, 
thereby making individuals feel more secure and trusting in these relationships. Nurses must 
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practice compassion and empathy in order to understand the transgender experience. As a 
holistic profession, it is important to create relationships of trust and meaning to not only meet 
the needs of one’s patients but to also connect in a way medical providers cannot, whether that is 
due to time constraints or the motivation of the medical profession. The impact of nursing is vast 
and meaningful, and the inclusion and understanding of the transgender narrative can lead to 
improved experiences for transgender individuals but also the education of cisgender people who 
are unaware of the issues and barriers transgender people face in healthcare and daily life. 
Limitations 
 There are limitations to this study that need to be discussed. These limitations include 
participant recruitment and sampling, data collection and analysis, and the researcher. 
Participant Recruitment and Sampling 
 Initially, participant recruitment was attempted through contacting people and 
organizations known to provide care or services for transgender individuals, including a health 
clinic, a university LGBTQ center, and a university counseling center. In-person recruitment was 
preferred and initiated; however, minimal participant interest was achieved as well as the 
occurrence of the 2020 COVID-19 pandemic which led to a shelter-in-place order that halted in-
person recruitment and interviews. Therefore, I attempted recruitment through a social media site 
which allowed me to reach potential participants not only locally but nationally. This recruitment 
strategy resulted in fourteen potential participants. Nine of the fourteen formally participated in 
the study following the informed consent process. The other five potential participants either 
decided to no longer participate or did not return communication to verify participation. While 
initial recruitment strategies failed, the resulting strategy led to a wider selection of participants 
from across the United States, including parts of the southeast, northeast, and northwest. This 
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enhanced the rigor and trustworthiness of the study as common barriers to care were identified 
despite participant location. 
 In terms of participant sampling, the nine participants in this study self-identified as 
white/non-Hispanic (n = 8) or white/Middle Eastern (n = 1). The lack of racial and ethnic 
minorities in addition to the study’s sample consisting of mostly female-to-male transgender 
participants (n = 7) led to a homogenous sample. It should be noted this is a limitation to the 
study as previous literature suggests those individuals with additional minority statuses (i.e., an 
African American male-to-female transgender individual from a low socioeconomic 
background) will experience greater barriers in their ability to access qualified and educated care 
(Grant et al., 2011; Hines et al., 2019; James et al., 2016; Reisner et al., 2016; Terrell, 2011). If 
this study had a more diverse sample of participants, the findings may have been different. 
Data Collection and Analysis 
 Data collection was conducted via virtual interviews using video conferencing 
applications, such as Microsoft TEAMS and Zoom. This presented a limitation to the study as 
there was a barrier between researcher and participant by way of technology. This barrier 
resulted in a few issues, including communication clarity, internet reliability, and distractions. 
First, all participants did agree to have their camera on during the interview, which allowed me 
to see their emotions and expressions while sharing their stories. However, one participant had 
issues with her internet during the interview which led me to ask her to repeat statements. This 
issue may have led to the participant not sharing fully or changing her initial statement due to 
having to share it multiple times. There were also distractions in several of the interviews. 
Several participants had their pets nearby that distracted from the topic of conversation. I also 
had my cat interrupt an interview as well as my dog barked when the doorbell rang. Another 
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distraction happened during several interviews when my neighbors were having trees removed 
from their yard leading to loud noises that interrupted the interviews for a short time. These 
issues could have been avoided if I was able to conduct in-person interviews in a quiet and non-
distracting environment. However, these limitations, while distracting, were unavoidable due to 
the worldwide health crisis, and they did not seem to deter the conversation negatively or impact 
how the participants shared. 
 Additionally, data analysis was conducted by a novice qualitative researcher. This may 
have limited the interpretation of the study’s findings. To overcome this limitation, my 
dissertation chair was consulted throughout the analysis process to ensure I was exploring the 
findings accurately and with rigor.  
The Researcher 
 As a novice researcher, I posed a limitation to the study due to my lack of experience in 
qualitative research endeavors. I worked to overcome this limitation through detailed journaling 
before and after each interview and throughout the data analysis process. I also consulted with 
my dissertation chair to ensure I was meeting the goals and objectives of the qualitative research 
process. Journaling allowed me to reflect on my own strengths and weaknesses and bridle bias 
and presumptions. Consultation with my dissertation chair was imperative as she is an expert in 
the field of qualitative research and was a guiding post for my own work.  
Implications 
 The implications of the current study may influence not only the participants but also 
healthcare professionals in primary healthcare and those specifically in transgender health 
services. One of the aims of this study was to provide a voice for transgender individuals and 
their experiences in healthcare. Therefore, I am hopeful that this endeavor allowed the involved 
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participants to feel empowered in their narrative and to feel heard by me and those who read this 
study. The transgender community is an underrepresented and vulnerable population, and the 
ability to share first-person experiences of transgender individuals was of importance to me as a 
nursing researcher.  
Additionally, the experiences shared by participants can educate stakeholders in the 
healthcare community on their barriers when accessing healthcare. These stakeholders are 
healthcare professionals who provide care to transgender patients who are medically 
transitioning or healthcare professionals in primary and acute care settings who may encounter 
transgender patients for a variety of reasons (i.e., common infections or viruses, emergency 
services). The findings from the current study can help guide healthcare professionals to meet the 
transgender patient’s needs more holistically.  
Findings from this study suggest that there is a profound need for more educated and 
respectful healthcare providers for the transgender patient population. A nurse or physician can 
improve the transgender healthcare experience by doing several things: asking for preferred 
name and pronouns, educating themselves on the standards of practice for transgender care, and 
utilizing social media sites to advocate and educate others on transgender health needs. These 
endeavors can improve not only the healthcare experience for transgender patients but will also 
enlighten others on the difficulty transgender people have with accessing and maintaining quality 
healthcare.  
Recommendations for Future Research 
 The findings from the current study revealed several areas to address in future research. 
First, the participants were primarily white, transgender female-to-male individuals. It would be 
interesting to extend this same study to include a more diverse population, such as African 
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American transgender males, Asian American transgender people, or those who have immigrated 
to the US. The experiences held by immigrant or non-white populations may shed light on 
further issues and barriers to transgender healthcare.  
 An overwhelming finding among the participants was the perceived need to gather their 
own information to access qualified healthcare or to research ways to medically transition (i.e., 
HRT or surgery). The participants utilized friends or former healthcare providers for 
recommendations, but many also used online resources such as social media sites. The use of 
social media is a way for people to connect globally to others who are facing similar experiences. 
It would be interesting to conduct a study on the effects of social media, specifically, and its use 
in the transgender community as it relates to their health needs.  
 Lastly, it is well-known through the findings of this study and others that healthcare 
professionals lack the knowledge necessary to provide holistic and quality care to the 
transgender patient population. Therefore, future research could explore the use of workshops or 
trainings implemented in endocrinology offices, surgical centers, or other primary care settings 
that cater to the transgender population. The hope is that the findings of this study could be used 
to create educational workshops to teach healthcare professionals and office staff on how to 
provide a positive experience for the transgender patient along with enhancing provider 
knowledge on transgender health needs.  
Summary 
 In conclusion, the current study sought to explore transgender healthcare interactions and 
identify common barriers to accessing care. Through nine virtual, semi-structured interviews, the 
stories shared provided insight into the transgender experience that can be applied to nursing 
practice and healthcare in general. While common themes emerged similar to current published 
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research, new themes were also discovered that add another layer to the transgender narrative. 
Additionally, this qualitative nursing research study provides a methodological point of view that 
is novel and rarely attempted in nursing regarding the transgender healthcare experience. Finally, 
this opportunity allowed me the ability to give a voice to those who participated in my study, and 
to share their truth related to healthcare interactions along with the ability to share these 
narratives with you, the reader.  
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Demographic Information Questionnaire 
Study #20-117 
 
Instructions: Please write in or highlight your responses and return this document, along with 
the signed informed consent document, to aroach19@kennesaw.edu 
 
How old are you?  ____________ 
  





Gender Identification: ____________________ 
 




 African American or Black 
 Hispanic/Latinx 
 Asian/Pacific Islander 
 American Indian/Alaskan Native 
 Other: _____________ 
 
Education 
 Less than high school degree 
 High school degree or equivalent (i.e., GED) 
 Some college but no degree 
 Associate degree 
 Bachelor degree 
 Graduate Degree 
 
Employment 
Employed Part-time  
• Usual number of hours worked per week _______________ 
Employed Full-time 
• Usual number of hours worked per week _______________ 
Not employed, looking for work 
Not employed, NOT looking for work 
Not employed, a full-time student 
Retired 
Disabled, not able to work 
 




 What is your occupation? ________________  
 
Socioeconomic Status (Annual Income) 
$0 – $9,999 
$10,000 – $19,999 
$20,000 – $29,999 
$30,000 – $39,999 
$40,000 – $49,999 
$50,000 – $59,999 
$60,000 – $69,999 
$70,000 – $79,999 
$80,000 – $89,999 
$90,000 – $99,999 
$100,000 or more 
 
 Do you have health insurance? 
 Yes 
  Private/From Employer 
  Public/ACA 
 No 
 
What is your current living situation? (Select all that apply) 
 Experiencing Homelessness 
 Couch surfing/Living with family or friends 
 Rent 
 Own or bought by you or someone you live with 
 Live alone 
 Live with partner 
 












1. Tell me about your last healthcare encounter? What was the intention for this visit (i.e., 
well care, sick care, gender-related care)? How long ago was this encounter? 
 
2. Who provided care to you at this time (i.e., nurse, physician, midlevel, counselor, mental 
health professional, etc.)? 
 
3. How was this healthcare interaction for you (i.e., negative, positive)? Please provide a 
detailed account regarding the interaction between you and the healthcare provider. 
 
4. Tell me how this experience could have been improved or been more positive for you? (if 
applicable) 
 
5. Is this experience similar to other healthcare encounters you have had? How so? 
 
6. Would you like to tell me about another healthcare encounter(s)/interaction(s) that has 
affected you in some way, rather it be positively or negatively, particularly in regard to 
your interaction with your healthcare provider?   
  








WellStar School of Nursing 
 
RE: Your application dated 9/19/2019, Study number 20-117: The Transgender Individual's 
Experience with Healthcare Interactions (Sigma Theta Tau International, Mu Phi Chapter 
Proposed $20 cash gift) 
 
Hello Ms. Roach, 
 
I have reviewed your application for revision of the study listed above. The requested revision 
involves changes to the protocol. Your request is eligible for exempt review under FDA and 
DHHS (OHRP) regulations.  
 
This is to confirm that I have approved your request for revision as follows: Collection of 
demographic information and interviews with participants from organizations that serve the 
transgender community to provide a transgender narrative to increase visibility and awareness of 
transgender-identified issues in accessing health care.  
 
3/9/20: Word-of-mouth recruitment added. 
 
You are granted permission to conduct your study as revised effective immediately.  
 
Please note that any further changes to the study must be promptly reported and approved. 





Christine Ziegler, Ph.D. 













WellStar School of Nursing 
 
RE: Your Progress Report dated 6/1/2020, Study number 20-117: The Transgender Individual's 
Experience with Healthcare Interactions (Sigma Theta Tau International, Mu Phi Chapter 
Proposed $20 cash gift) 
 
Hello Ms. Roach, 
 
I have reviewed your application for revision of the study listed above. The requested revision 
involves changes to the protocol and consent form. Your request is eligible for expedited review 
under FDA and DHHS (OHRP) regulations.  
 
This is to confirm that I have approved your request for revision as follows: Collection of 
demographic information and interviews with participants from organizations that serve the 
transgender community to provide a transgender narrative to increase visibility and awareness of 
transgender-identified issues in accessing health care. 
 
6/1/2020: interviews will be conducted using video conferencing (e.g. Microsoft Teams, Zoom, 
Skype, etc.). Modified consent form submitted and approved.  
 
You are granted permission to conduct your study as revised effective immediately. T 
 
Please note that any further changes to the study must be promptly reported and approved. 





Christine Ziegler, Ph.D. 








Informed Consent Form 
Title of Research Study: The Transgender Individual’s Experience with Healthcare Interactions 
 
Researcher's Contact Information:  If you have questions or concerns about this study, you 
may contact: Amy Roach, MSN, RN, (404)-376-1743, aroach19@kennesaw.edu. You may also 





You are being invited to take part in a research study conducted by Amy Roach, a Doctor of 
Nursing Science Student at Kennesaw State University.  Before you decide to participate in this 
study, you should read this form and ask questions about anything that you do not understand.  
 
Description of Project 
 
The purpose of the study is to provide a transgender narrative to increase visibility and 
awareness of transgender-identified issues in accessing health care. Specifically, the aims of this 
study are to: 1.) examine how transgender individuals perceive and experience interactions with 
trained healthcare professionals; 2.) identify common issues related to transgender individuals’ 
barriers to care; and 3.) determine how these barriers affect a transgender individual’s ability to 
access healthcare. 
 
Explanation of Procedures 
 
If you are willing to participate in this study, you will be asked to complete a short demographic 
form as well as complete a face-to-face interview with Ms. Roach that will be approximately 60-




The demographic questionnaire will take about 5 minutes to complete, and the audio-recorded 
interview will be 60 to 75 minutes in length.  
 
Risks or Discomforts 
 
There is no physical risk to participate in this study. However, you may feel a variety of 
emotions such as anger, sadness, and/or anxiety, due to the sensitive nature of the research topic. 
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If you do feel such emotions that are causing you difficulty moving forward in the interview, the 
interview will be paused in order for you to take a break or discuss these feelings with the 
researcher. If you are able, the interview will continue when you are ready. If you continue to 
feel negative emotions, the interview will be concluded, and you can contact the 24-hour 
Behavioral Health Crisis Center of Cobb County hotline at (404)-794-4857. If you are a KSU 




There may be no direct benefit to you for taking part in this research. However, it may be 
therapeutic to discuss your healthcare encounter (whether positive or negative) with a person 
who is interested in learning of your experience. Although there will be no direct benefits to you 
for taking part in the study, the researcher may learn more about the transgender healthcare 
experience. Additionally, the knowledge gathered from this study may be beneficial to the 









The information you provide as a result of participating in this study will be kept confidential. 
Confidentiality will be maintained as you will be given an alias, and no identifying information 
will be used in the researcher’s notes, audio files, or transcriptions. This means that you will not 
be identified personally. Information that you provide will be kept confidential by the researcher 
to the extent allowed by law. The information will only be shared with individuals involved in 
the study. You are not waiving any of your rights by participating in this study. The data that is 
collected during the interview and the transcribed copies of the interview will be stored on a 
password protected USB drive to which only the researcher and her dissertation chair will have 
access. Additionally, the audio files will be recorded on the researcher’s password protected iPad 
which is KSU/WSON property. The data will be saved for a minimum of three years. 
Inclusion Criteria for Participation 
 
You must meet the following inclusion criteria to participate in the study: be over the age of 18, 
be able to speak and understand English, identify with a gender that is not aligned with your birth 
sex, and have had at least one healthcare encounter in the last year.  
 
  





I agree and give my consent to participate in this research project.  I understand that participation 












PLEASE SIGN BOTH COPIES OF THIS FORM, KEEP ONE AND RETURN THE OTHER 
TO THE INVESTIGATOR 
 
Research at Kennesaw State University that involves human participants is carried out under the 
oversight of an Institutional Review Board.  Questions or problems regarding these activities 
should be addressed to the Institutional Review Board, Kennesaw State University, 585 Cobb 
Avenue, KH3403, Kennesaw, GA 30144-5591, (470) 578-2268.  
 
  




Levels of Code Reduction 




Not a lot of options 
Low income clinic 
Doctor covered by insurance 
General doctors  
Testosterone prescription 
Relied on others information 
Word of mouth 
Online resources 









No go zone 
Forced examinations 
Care avoidance 
Power dynamics with provider 
Provider knows best 





Advocate for healthcare knowledge  
Apologize at misgendered 
Voice 






Surgeries not covered 




Comfort with male doctors 
Teleconference 
Quick appointments 
Three to four month bloodwork 
Every six month blood work 
Every year blood work 
Frequent blood draws 
Pure male 
Couldn’t find a doctor 
Traveled long distance to doctor 
Youtube taught me about transgender 
Social media hashtags 
Community online 
Located surgeons and doctors online 
Mental image of your body after surgery 
Surgery finances 
Under the radar transgender care 
Word of mouth 
Cash payment for surgery 
Plastic surgeon 
Conservative practice group 
Not advertised 
Young transgender  
More out and open 
Saving money for years 




Had to prove failed medication 
Birth control reaction 
Provider refused removal of ovaries 
One medical opinion to the other 
IUD reaction  
Pain  
Lack of sleep 
“I’m dying” 
“I’ll be dead in three months. I can’t live like this.”  
“All right enough. I will agree to the surgery.” 
Smooth quick transition 
Six week process to change your name 
Judge denied name changes to two other transgender people 
Name wasn’t “andro” enough 
Bulldog face 
Impure masculine 
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Passing in public 
Healthcare knowledge is paramount 
Everyone should feel comfortable with their healthcare provider 








Provider is fabulous 
Caters to lbgt patients 
Up to speed on health needs 
Hormone levels 
Progress on transition 
Hospital stay due to heart attack 
Hospital physician recommended providers during hospital stay 
Anxiety issues 
Hormones will help anxiety 
Half hour drive 
Insurance covers HRT and voice therapy 
Wonderful encounters with PCP 
Hospital staff on days were understanding 
Hospital staff at night: 
 Brusquely referred to as sir 
 Misgendered 
 Get their job done quickly 
 As little interaction as possible 
 “I was a body to be dealt with not a person” 
 “I wanted the person to go away” 
 Annoyance was after the fact 
 Annoyed at the disrespect of it 
 It seemed like she had to go out of her way to ignore all the various signals (of one’s 
gender) 
I realized you could trust your doctor 
Support group 
Word of mouth 

























My issues are real 
More exposure to trans the better the experience 
Better solutions 
Online research 
Health knowledge inconsistency 





Transgender specific clinic 
Insurance coverage 
Distance travelled 
Easy clinic to book appointments 
Legal name 




Neutral experiences  
Need option for preferred name in chart 
Non-judgmental environment 
Second glance 
Word of mouth 
Save money for initial visit 





LGBT friendly provider 
 








Preferred name used 
Accepting 
Biased 
Old fashioned therapist 
Under the radar (r/t gender expression) 
Power dynamics between provider and patient 
Disappointment toward bias in mental health 
Anger 
Hidden identity due to mental health opinion 
Awareness 
No formal training 
Unaware of transgender healthcare needs 
Insurance coverage 
Prescription app 
Under the radar clinic 
Welcoming of LGBTQ 
Word of mouth 
Online research 
Poor training for providers 






Underrepresented population clinic 
Welcoming environment 
Word of mouth 
Online research 
Provider recommendations 
Long distance travel for healthcare 
Out of pocket cost 
Letters for hysterectomy 
Provider initiative to learn more 




Follow up care 
Transgender specific clinic 
Knowledgeable providers 
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Long distance travel for care 
Provider flustered with HRT 
Word of mouth 





Variable care needed among trans population (different hormone levels are appropriate)  
Inconsistent health knowledge 
Anecdotal knowledge 
Misgendered 




Empathy needed in care 
Poor knowledge 
Dismissal of social changes related to transition 
Missing connection 
Difference in cis v trans communities 
Being stealth 






Frequent blood tests 
Long distance travel 
Trusted 
Staff were confused 
Political climate 
Trans healthcare was a low priority 
Unreturned phone calls 
Difficulty finding time for appointments 
School commitments 
School not near healthcare offices with HRT services 
Poor resources at university 
Therapy for gender identity crisis 
Misgendered 
Optometrist  
No preferred names on chart 
Provider assumptions based on appearance 
Cis vs trans experience 
Disconnect 





Paywall blocking medical transition 
Top surgery is “cosmetic” 
Self imposed research 
Online research 
No choice but to find a trans specific clinic 
Excitement from provider due to her first trans patient 
Novelty patient 
Spur of the moment decisions (r/t top surgery procedure by surgeon) 
New healthcare “trend” 
Absurd 
Social media research 
Hashtags 
Youtube 
 Need verification from provider before staff would book appointments 
Vague healthcare knowledge 
Inconsistent healthcare knowledge 
Feel ill equipped 
Slam HRT to speed up transition 
More time for medical transition 
Deadline on our transitions 
Stress 
Transgender people very specific about their healthcare 
We don’t get to determine what we look like other people 
Happiness hinges on how people see us 
Mental health strain 
 
Participant #9 
Transgender specific clinic 





Repeating needs to multiple providers 
Frustrating 
Double aged swords 
Out of pocket for testosterone 
Medical student repeated questions 
Repetitive discussions 
Pap smear 
Repeated pap smear in one day due to students 
I feel kind of bad (r/t multiple pap smears) 
Just didn’t really care 
Just another patient 
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Hard to communicate needs over the pone 
Provider didn’t believe me 
Word of mouth 
Therapy is too expensive 
Novelty patient 
Long visit times 
Limited clinic hours 
Misgendering of boyfriend 
Angry 
They didn’t care 
  
Level 2 Code Reduction 
Checkup/yearly exam 
Low income clinic 




Word of mouth: Online research/social media hashtags/online community 
Transgender specific clinic 
Dysphoria 
Misgendered 
Trauma/no go zone 
Care avoidance 
Provider knows best/power relationship 
Advocate for healthcare knowledge 
Surgery: top/hysterectomy 
Bloodwork: inconsistent guidelines 
Long distance travel (60 min) 
Financial burden of surgery 
Jump through hoops for surgery: birth control, pain, lack of sleep, inconsistent medical 
knowledge, “worst experience” “I’m dying” 
Trickle down effect 






Long distance travel (30 min) 
Trustworthy HCP 








Long distance travel 
Insurance 
Word of mouth: online research 
Testosterone 
Welcoming (x2): open, civil 
Transgender specific clinic 
Long distance travel 
Word of mouth 
Financial burden for consultation fee 
LGBT friendly HCP 
Testosterone 
Welcoming: accepting 
Provider knows best/power relationship 
Healthcare knowledge inconsistency/no formal training 
Insurance 
Under the radar clinic 
Word of mouth: online research 
Dysphoria 
Testosterone 
Underrepresented population clinic 
Welcoming: positive, well-informed 
Word of mouth: online research/provider recommendation 
Long distance travel 
healthcare knowledge inconsistency 
transgender specific clinic 
long distance travel 
word of mouth 
healthcare knowledge inconsistency 
misgendered 
dysphoria 
inadequate HCP knowledge 
testosterone 
insurance 
long distance travel 
bloodwork: frequent visits 
misgendered 
dysphoria: gender identity crisis 
Word of mouth: self imposed research/social media 
Transgender specific clinic 
Trans as a novelty 
Healthcare knowledge inconsistency: vague 
Transgender specific clinic 
Repetitive interactions 
Trauma 
Trans as a Novelty  
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Word of mouth 
Misgendered (secondhand – boyfriend was misgendered in participant’s presence) 
Level 3 Code Reduction 
Low income clinic 




Word of mouth: online research/social media hashtags/online community 





Bloodwork: inconsistent guidelines 






Long distance travel 





Long distance travel 
Word of mouth: online research 
Testosterone 
Welcoming (x2): open, civil 
Transgender specific clinic 
Long distance travel 
Word of mouth 
Financial burden 




Healthcare knowledge inconsistency 
Insurance 
Under the radar clinic 
Word of mouth: online research 
Dysphoria 




Underrepresented population clinic 
Welcoming: positive, well-informed 
Word of mouth: online research, provider recommendation 
Long distance travel 
Healthcare knowledge inconsistency 
Transgender specific clinic 
Long distance travel 
Word of mouth 
Healthcare knowledge inconsistency 
Misgendered  
Dysphoria 
Healthcare knowledge inconsistency 
Testosterone 
Insurance 
Long distance travel 
Bloodwork: frequent visits 
Misgendered 
Dysphoria 
Word of mouth: self imposed research/social media 
Transgender specific clinic 
Trans as a novelty 
Healthcare knowledge inconsistency 
Repetitive interactions 
Transgender specific clinic 
Trauma 
Trans as a novelty 
Word of mouth  
Misgendered 
Level 4 Code Reduction 
Transgender specific clinic: 9 
Repetitive interactions: 2 
Insurance/financial burden: 7; insurance (5); financial burden (2) 
Testosterone/hormone therapy: 7 
Word of mouth: 9 
Dysphoria: 5 
Misgendered: 6 
Long Distance Travel: 7 
Healthcare knowledge inconsistency: 5 
Welcoming HCP: 4 “open, civil, accepting, positive, well-informed, validating” 
Trauma: 2 
Trans as a novelty: 2 
Power relationship: HCP v patient: 2 
Bloodwork: 2 frequent visits, inconsistent guidelines 
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Level 5 Code Reduction  
 
Word of mouth (self-imposed research): 9 
Transgender specific clinic: 8 
Long Distance Travel: 8 
Healthcare knowledge inconsistency: 6 (including lab work and surgical guideline inconsistency) 
Misgendered: 6 
Dysphoria: 5 
Welcoming healthcare provider: 5; “Open, civil, accepting, positive, well-informed, validating” 
 
Level 6 Code Reduction  
 
Challenges with Accessing Healthcare: 9 
Inconsistent Healthcare Information: 6 
Healthcare Provider Interactions: 6 
 
